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ALONE... 


@ Not strength alone—rugged, un- 
restrained, variable—but strength 
that is accurate, uniform, depend- 
able. Of such is the strength of 
Ethicon—assured by single-owner- 
ship production. Laboratory con- 
trol of every process in the making 
of Ethicon results in sutures that 
are uniform in size and strength. 
Ethicon is exceptionally smooth, 
pliant, and, of course, conforms to 
U.S. P. standards. 
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The Advancement of Surgery of The Stomach in 
The Last Twenty-Five Years 


enterostomy was the standard 

type of operation for duodenal 
ulcer. For gastric ulcer, excision of the 
uleer and gastroenterostomy was advo- 
cated by many. In addition, there were 
many types of pylorplasties advocated 
by many authors. It has been shown 
by careful study of these cases during 
the last twenty-five years that pylor- 
plasties have very little value in the 
healing of a duodenal ulcer, and that 
gastroenterostomy, in thirty per cent of 
the cases, produces a gastrojejunal ul- 
cer, which is a much more serious lesion 


| per a few years ago, gastro- 


than the original lesion of the duodenum 
from which the patient sufferee. In 
other words, in doing a gastroenteros- 
tomy for duodenal ulcer, the surgeon 
subjects at least one out of every three 
or four patients to a major surgical pro- 
cedure and gives him a much more seri- 
ous lesion than the one from which he 
originally suffered. 

About twenty-five years ago a number 
of surgeons in Europe and this country 
advocated routinely sub-total gastric re- 
section, usually using the Poyla type of 
operation for both duodenal and gastric 
ulcer. This was accepted in a few clinics 
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in Europe and one or two clinics in this 
country. However, in this country it 
raised a storm of indignation and re- 
sentment that such a major procedure 
should be done for such a small lesion. 
The two main arguments against the 
operation were that it was too large and 
extensive a procedure, and that it had 
too high a mortality rate (the mortality 
twenty-five years ago ranged from five 
to ten per cent among various experi- 
enced and expert surgeons who had a 
great deal of surgical material.) The 
surgical profession at large was unalter- 
ably opposed to such a procedure, but 
gradually, as the results were shown, a 
number of the larger clinics changed 
their minds, acknowledging the wisdom 
of this procedure for this particular 
ailment. 

It took about twenty years for the 
surgical profession of this country. to 
realize that although this is a major 
procedure, in a large number of cases 
over a period of years it has fewer com- 
plications and less recurrence of ulcers, 
and effects a cure in ninety-five per cent 
of the cases, with good clinical end re- 
sults. A great deal of the opposition was 
due to the fact that the profession at 
large would not admit that gastrojejunal 
ulcers occurred in about thirty per cent 
of gastroenterostomies until many long 
series of careful investigations had 
shown this to be sure in this country as 
well as in Europe. Once this was an 
established fact, the die-hards who op- 
posed this treatment of surgery finally 
had to give in. 

The operation of sub-total gastrec- 
tomy has been so standardized, especial- 
ly in the last ten or fifteen years, that its 


mortality has been reduced to some- 
where between one and two per cent 
in clinics throughout the country, and it 
shows a recurrence of gastrojejunal ul- 
cer of not more than one per cent, 
especially when sixty or seventy per cent 
of the stomach has been removed in the 
original sub-total gastrectomy. The 
mechanical complications of sub-total 
gastrectomy are very few and are now 
so easily handled by Levine Tubes and 
Miller Abbott Tubes that when they do 
occur they play a very small réle. Also, 
with the advance and modernization of 
spinal and intertracheal anesthesia the 
greatest factors in mortality and com- 
plications, which are bronchopneumonia 
and atelectasis, have been practically 
eliminated. There is still some question 
as to whether the Poyla operation for 
sub-total gastric resection ought to be 
an anterior mesocolic type or posterior 
mesocolic type. We believe that the pos- 
terior mesocolic Poyla type of resection 
gives the least mechanical complications 
and has been the best in our experience, 
especially when sixty to seventy per cent 
of the stomach has been removed. 

As one looks back twenty-five years 
and sees that sub-total gastrectomy was 
done by only a few men in this country 
and Europe, and was looked upon as a 
great surgical stunt, and now sees hun- 
dreds of men:in this country and Europe 
doing sub-total gastrectomies routinely 
for gastric and duodenal ulcers with a 
small mortality of one to two per cent, 
one must admit that this has been one 
of the greatest advancements and epoch- 
making strides in major surgery. 


Alfred A. Strauss, M.D. 
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EDITORIALS 


Teaching With Films 


AN, it has been said, is the animal 
M that makes tools. It might well 
be added that man is wise in pro- 
portion to the extent to which he effec- 
tively uses the tool he makes, since the 
purpose of an implement is to facilitate 
the accomplishment of a specific task. 
We of the surgical profession have both 
a task and a problem which need not 
only a proper utensil but also an indus- 
trious use of it. 

Our problem lies in the fact that in 
the field of medical education, as in the 
field of general education, there has come 
about in recent years a truly tremendous 
increase in educational traffic. Not only 
is the medical profession asked to teach 
increasingly greater numbers of under- 
graduate and postgraduate students, but 
it is also asked to teach more material. 
The further demand of these times is 
that this ‘‘more’’ shall be taught in less 
time and, still further, that last-word in- 
formation on diagnostic and therapeutic 
technique shall be made available to our 
professional colleagues the world over. 
Oh, if someone would only contrive a 
tool with which to annihilate both time 
and space! Someone has. The tool is 
called the motion picture film. 

As long as twenty-five years ago some 
members of our profession recognized 
the potential value of the teaching film. 
It so happens that the foremost indepen- 
dent pioneers in the field of medico- 
surgical films are actually Fellows of 
the International College of Surgeons. 
Perhaps for this reason, and perhaps 
because the need is so great, the medical 
profession as a whole looks to this great 
international congress of surgeons for 
information and guidance in the proper 
utilization of present day surgical films. 
Sensing this fraternal obligation, the 
College has created a special committee 
to correlate all available data on medico- 





surgical films and to appraise such films 
as are submitted for review. Such study 
of a film submitted would in no sense 
constitute censorship. It would merely 
make possible the listing of available 
films and the establishment of a central 
bureau through which arrangements 
could be made for the use of such films. 

No teaching implement is so interna- 
tional in its utility, or so universal in its 
appeal. The adaptability of motion pic- 
ture films makes them extremely useful, 
even when viewed in a country foreign 
to the author. By the simple insertion 
of Spanish and Portuguese titles they 
are ready for all Pan-America. Even 
with titles in English, such films are of 
interest and of decided value in a 
foreign country, since the pictures speak 
for themselves and their language is 
universal. No finer ambassador of good 
will can be found than this means of ren- 
dering reciprocally available technical 
information which might not otherwise 
be obtainable. 

Many films of the kind we have been 
discussing have been made—many more 
are still to be made. Hence we feel it 
useful to point out at this time that such 
films are as much a part of medical 
literature as are our medical textbooks. 
Indeed, it is this writer’s opinion that 
many of the medical textbooks of the 
next medical generation will be printed 
on celluloid instead of paper. Since it 
is a literature that we are creating, it 
should be subjected to the same selective 
and editing attention as any other text- 
book. And when it is found acceptable 
and useful it is entitled to just as gener- 
ous a distribution. The International 
College of Surgeons is actively en- 
deavoring to render a service to both the 
author of the film and the profession 
alike. 

J. F. Montacueg, M.D. 








The Treatment of Fractures of the Femoral 
Neck in the Aged* 


HERMAN DE LAS CASAS, M.D., F.I.C.S. 


CARACAS, VENEZUELA 


mur in aged people were for years 

the dread of pur Department. Some- 
times we had satisfactory results, but 
we had many failures and even deaths. 
Many fractures considered similar, upon 
treatment, brought entirely dissimilar 
results. Sometimes what seemed an ex- 
cellent result was later found to be a 
failure, the patient returning in a few 
months with a flattened femoral head 
and a painful hip. So universal were 
these failures that new treatments ap- 
peared one after another, each awaken- 
ing loud enthusiasm and each bringing 
forth a series of optimistic papers, soon 
to fall into oblivion. Casts and manipu- 
lations, nails and pegs, grafts and 
screws, blind operations, and open oper- 
ations came and went. 

Perhaps no method of treatment was 
more successful than Smith Petersen’s 
which is still used. At one time his nail 
seemed to be unanimously accepted. 
Many papers were published that took 
for granted the flanged nail but dis- 
cussed only minor details, or accessory 
apparatus to guide the nail. The sur- 
geons were exultant with the firm hold 
of the nail, even in the spongiosa of the 
femoral head, although to remove mis- 
placed nails a powerful extractor had to 
be devised. Still in spite of the nail, our 
failures continued. We had to convince 


| nscmgbate nee of the neck of the fe- 


* Presented at the International Assembly of the 
International College of Surgeons, Mexico, D. F., 
August, 1941, 


ourselves that the problem was not 
purely mechanical, but rather biological. 

We reviewed the records and found 
the following: 

1. Among the intracapsular fractures 
only the most lateral of the group re- 
sulted in satisfactory union. (Fig. 1). 

2. In cases of unfavorable results a 
difference of opacity ‘to the X-ray ap- 
peared between the-head of the femur 
and the lateral fragment, that is the 
capital fragment appeared by compari- 
son, progressively denser. (Fig. 2). 

This observation suggested an explan- 
ation.: In any fracture, in the course of 
repair, a congestion and decalcification 
occur. If one fragment does not present 
decalcification, but remains unchanged, 
while the other fragment becomes trans- 
parent to the X-ray, it is natural to con- 
clude that the blood supply of one frag- 
ment has been destroyed. We concluded 
therefore, that in patients with medial 
fractures all or most of the vessels nour- 
ishing the head of the femur are severed, 
causing failure of union. 

This hypothesis seemed tenable, as the 
distribution of the vessels of the femoral 
head indicated this supposition. To 
demonstrate this demanded direct ex- 
amination of the fragments in vivo. As 
failure of union in medial fractures of 
the head of the femur often occurred, 
there was nothing to lose in performing 
an arthrotomy and examining the frag- 
ments. We found the lateral fragment 
presented the usual appearance with its 
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Fig. 1. Typical evolution of a lateral fracture, after being grafted, in which the function is normal. Fig. 2. 
Typical evolution of a medial fracture, after being grafted. The head is very dense, a pseudarthrosis is pres- 
ent, and the lateral fragment is displaced upward. Fig. 3. The round ligament at 20 years of age. Many 
arteriolae can be seen. Fig. 4. The round ligament at 60 years of age. There is only one small artery, with its 
lumen almost closed. Inset: The artery at larger magnification. The useful lumen is almost non-existent. 
Fig. 5. The anterior circumflex artery. 1, Deep femoral; 2, Origin of the posterior circumflex; 3, Anterior 
circumflex; 4, Artery of the quadriceps; 8, Anterior branches; 9, Anterior trochanteric branches. Fig. 6. The 
posterior circumflex artery. 5. Nutrient artery of the trochanter. 6. Superior branches of the head and 
neck, 7. Posterior trochanteric branches. 10. Inferior artery of the neck. Fig. 7. Schematic. A line of frac- 
ture passing by AB will sever all the vascular connections of the head, while one passing by CD will leave 
Some branches untouched. Any line of fracture severs the diaphysary branches (G). 
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spongy structures which bled easily, but 
the capital fragment appeared dry, and 
would not bleed, indicating ischemia. 


The excision of the femoral head, used 
as a treatment in serious cases of ar- 
thritis with varying degrees of success, 
was nevertheless more successful than 
the results obtained in treatment of 
medial fractures by the. classical 
methods. In medial fractures the:stump 
of the femoral neck is long and should be 
able to support the acetabulum. To be 
‘sure the patient would walk with a limp 
but this is unimportant in view of séme 


¢esults obtained in attempting unio? In’ 


‘iny event excision would have the ad- 
vantage of a short convalescence so im- 
portant in aged people. Therefore, we 
decided to try excision. The pieces re- 
moved were given to Prof. Jaffé, Path- 
ologist of the Moabit Hospital of Berlin, 
whom it is our privilege to have on our 
Staff. His report was: necrosis of the 
head of the femur. 


There was the explanation and also 
the indication that the treatment should 
be individualized. In fractures of the fe- 
mur with a living head capable of union 
it was correct to continue toward ana- 
tomical restitution. In fractures of the 
femur with necrotic head, on the con- 
trary, the logical procedure would be to 
abandon the search for union and seek a 
purely functional result. 


There are still many other reasons for 
individualizing, the treatment. While 
some patients are strong enough to stand 
a serious operation, others are too weak 
to be exposed to such danger. The local 
conditions are also different in fresh and 
in old fractures, and this factor requires 
special consideration. Still other rea- 
sons may cause the surgeon to vary the 
treatment. To review them all would 
carry us too far afield, but we will report 
a broad outline of what we believe to be 
the most important. 











According to the classical description, 
the femoral head receives its blood from 
two different sources; the artery of the 
ligamentum teres and the system of the 
femoralis profunda. This point is of con- 
siderable importance; if this be true, in- 
terruption of both systems is necessary 
if necrosis of the femoral head takes 
place. The interruption of the latter, 
by the line of fracture itself, is very 
likely to happen, but the interruption of 
the former would need lesions: of the 
round ligament which, though occurring, 
are not frequent. We have: found it 
sometimes evidently disturbed by the 
fracture and under the microscope occa- 
sionally these”lesions have been con- 
firmed.’ Yet this is far from being the 
usual case. Frequently if the ligament 
has no important vessels, the interrup- 
tion of the system of the deep femoral 
suffices to produce the necrosis. 

The ligament has been said to have an 
artery, issued.from the acetabular 
branch of the hypogastric, ramifying in 
the femoral head and nourishing it. This 
data has been seriously questioned even 
in the adult. In the first place it is now 
considered the remnant of an atrophic 
muscle, the pubofemoralis. Even in the 
classical descriptions the artery is said 
to be absent in 30% of the cases, and to 
be often variable. Some authorities claim 
that its branches can be followed until 
their penetration in the femoral head, 
and others that the branches end in the 
fovea capitis. 

We tried to put the artery in evidence 
by injections of colored and radio- 
opaque matter in the acetabular artery 
but failed. In some instances we have 
seen an injection filling all of the vessels 
of the region, until it gave a homogene- 
ous spot to the X-ray, without any liquid 
penetrating the ligament. In short, if the 
ligament has any artery, it is too thin to 
be studied by any method other than his- 
tological sections. 
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As to microscopical sections, the ap- 
pearance is quite different in youth and 
in old age. In the former, there are 
many vessels, though no one worthy of 
the name ‘‘ Artery of the Ligament.’’ All 
are very thin arteriole with a very thick 
wall. (Fig. 3) In some specimens we 
have found more than thirty of such ves- 
sels. With increasing age the vessels 
disappear. At’ about sixty years of age, 
it is usual to find only one of these ves- 
sels, and generally its useful lumen is 
almost nonexistent. Still later in life 
there is no vessel left. (Fig. 4) As the 
vessels disappear, the tissue of the liga- 
ment also grows old. In youth there is 
much hyaline fundamental substance, 
but there are still many connective cells. 
In old age, there are no cells left. 

We also found, in cases of fracture, 
signs of the ligament having been 
stretched. Many interstitial’ hemor- 


rhages were seen to have been invaded 
by neocapillaries and young connective 


cells. In some instances the tissue was 
chondrified, proving that the tissue had 
been submitted to much friction. 

In our opinion the vessels of the liga- 
ment are incapable of taking part in the 
nourishment of the femoral head, espe- 
cially in old age. Therefore, the only ves- 
sels worthy of being considered in the 
physiopathology of the fracture of the 
femoral neck in the aged, belong to the 


system of the femoralis profunda com- * 


prised of the diaphysary vessels, the 
anterior circumflex, and the posterior 
circumflex. — 

The diaphysary vessels enter the inte- 
rior of the bone from the nutrient artery 
of the femur, a branch of the deep fem- 
oral and pass from the diaphysis to the 
trochanter and the head. 

The anterior circumflex, the direct or 
indirect branch of the deep femoral, de- 


scribes in front of the trochanter an are 


of medial and superior concavity. The 
anterior trochanteric branches which 
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perforate the anterior aspect of the bone 
form the superior concavity, while the 
medial concavity is formed by the ante- 
rior cervical branches which perforate 
the capsula, enter the neck, and continue 
to the head. (Fig. 5) 

The posterior circumflex originates 
from the deep femoral at a higher point 
than the anterior. It describes a similar 
are in the posterior aspect of the bone, 
and ends in the digital fossa, becoming 
the nutrient artery of the trochanter. 
(Fig. 6) 

As illustrated in Figure 7 any line of 
fracture of the femoral neck severs some 
vessels of the system of the femoralis 
profunda. The number severed deter- 
mines whether there is an impoverish- 
ment in the circulation of the blood 
supply to the femoral head. In all frac- 
tures of the femur the circulation of the 
diaphysary branches is_ interrupted. 
Obviously the more lateral the fracture, 
the fewer other vessels severed. Con- 
versely if the line of fracture is medial 
or passes close to the femoral head, all 
or most of the vessels are affected, re- 
sulting in interruption of the circulation. 

In medial fractures and those close 
to the femoral head the suppression of 
the blood supply causes profound 
changes in the capital fragment. In the 
course of open operations performed in 
such fractures, one can readily see that 
the conditions of the fragments com- 
pletely differ. While the lateral frag- 
ment presents the normal appearance 
of spongy bone, with the thinned tra- 
becule which bleed easily as in any other 
fracture, the capital fragment appears 
dry and homogeneous and does not bleed. 
The cartilage is modified, discolored in 
places, exfoliated, and without elasticity. 

Under the microscope the necrosis 
becomes evident. Figure 8 is a typical 
specimen showing the bony substance 
completely homogenized, with the fibril- 
lar structure lost and the nuclei achro- 
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matic. Of course these characteristics 
are established progressively. In Fig- 
ure 9 there is still a certain degree of fi- 
brillar structure, while most of the nuclei 
are invisible. 

It is also known that functional acti- 
vity (pressure bearing) is a cause of 
calcification, while inactivity produces 
rarefaction. Every fracture is a seat of 
congestion, at least during the phase of 
repair. 

If the blood supply of the femoral 
head is completely interrupted, the capi- 
tal fragment remains unchanged, while 
the lateral fragment because of the 
evolution of the fracture and the inac- 
tivity, suffers decalcification. Therefore, 
the head will appear denser than the lat- 
eral fragment. If the blood supply of 
the head is only diminished, the capital 
fragment will suffer real condensation, 
making this difference still more evident. 
Therefore, in every fracture in which the 
blood supply of the capital fragment is 
diminished or cut off, the head appears 
denser than the lateral fragment, but 
the condensation is not proportional to 
the degree of ischemia. The roentgen- 
ological picture (Fig. 10) illustrates the 
appearance of condensation of the capi- 
tal fragment in comparison to the lateral 
fragment. 

A graft, at the moment it is implanted, 
lacks vascular connections. However, it 
acquires such connections, and is able 
to live when it becomes incorporated to 
the tissues of the neighborhood. This 
raises the question of why a necrotic 
femoral head cannot acquire similar con- 
nections. 

Invasion by the connective tissue is 
frequent. In figure 9 hosts of small 
round cells, with strongly stained nuclei 
can be seen. They are young connective 
cells from the block of connective tissue, 
which develops from the synovial mem- 
brane and neighborhood of the frag- 
ments. Unfortunately, the possibility 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 









of these cells reviving the head and 
producing useful union between the frag- 
ments is very remote and has no prac- 
tical value. In open operations for 
fracture of the femoral neck one can 
plainly see that the lateral fragment 
rarely contributes to the formation of 
this connective tissue. The invasion of 
the bone comes from its surroundings. 
Therefore, if the fragments are well ap- 
posed and impacted, such invasion can- 
not occur, as the way to enter the 
femoral head is closed. If the fragments 
are not impacted, there is little advan- 
tage in the invasion of the femoral head 
by connective tissue. We have never 
seen the connective cells invading the 
bony substance proper, but only the med- 
ullary spaces. In figure 11 the connec- 
tive cells stop abruptly beside the bony 
columns. It is logical to think that in 
the course of time, the process of osteo- 
clasis will dissolve this bony substance, 
and the new-formed connective tissue 
will be transformed into bone. An aged 
patient, however, is not in condition to 
wait for such metaplasia to take place, 
as it is important to have the patient on 
his feet as soon as possible. Further on 
we will see the reasons for not counting 
on the consolidation, even in cases when 
the necrosis is not evident or complete. 
In conclusion we can say that all the data 
point to the fact that the revival of the 
femoral head, even if possible, has no 
practical value. 

Evidently, while the femoral head oc- 
cupies the acetabulum, the stump of the 
neck cannot be of any use to support the 
pelvis. It is exceptional when the neck, 
impacted in the femoral head, is capable 
of bearing the weight of the trunk. The 
direction of the femoral neck does not 


, push it toward the head, but upward. At 


each step, the lateral fragment suffers 
an upward displacement or, what 
amounts to the same, the pelvis glides 
downward stretching the capsula and 
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ligaments. This condition is very pain- 
ful and generally causes complete dis- 
ability. 

At this point we would also like to em- 
phasize that the direction of the femoral 
neck is perhaps the greatest handicap 
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against the healing of the fracture. If 
the stress were in the direction of the 
axis of the femoral neck, it would be a 
factor of union. As it is almost perpen- 
dicular to this axis, it had a shearing! 
effect, which hinders the union. When 


Fig. 8. Histology of the necrotic head. 1. Osseous substance, completely homogeneous. 2. Achromatic nu- 
clei. 3. Marrow. Fig. 9. Histology of the necrotic head 1. Osseous substance, in which some fibrillar struc- 


ture can still be recognized, as well as some stained nuclei, 2. Connective tissue invasion. 


Fig. 10. The 


condensation of ischemia. The trochanteric part of the femur is very transparent to the X-ray, while the 


ead is opaque. Fig. 11. The connective tissue invasion of the necrotic head. 


The small round eells stop 


abruptly beside the bony substance. Fig. 12. Sphygmographic record of variability of the circulation of the 


femoral head: left, a specimen poor in formaina; right, a specimen specially rich in foramina. Fig. 13. A 
specimen showing variations in the disposition of foramina, 
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dealing with the subtrochanteric oste- 
otomy we will say more on this point. 

Frequently, in spite of the patient 
staying in bed and not submitting the 
lesioned hip to any mechanical stress, 
the pain is considerable, and the limb is 
profoundly disturbed by edema, local 
hyperthermy, marked muscular atrophy, 
pain, local sudoresis, and, most impor- 
tant, an increase of the oscillatory index 
as compared to the normal hip. Some- 
times such conditions are very quickly 
improved by excision of the femoral 
head, and the infiltration of the joint 
with novocaine seems to have a definite 
action, plainly visible from the first mo- 
ment by the modification of the oscillo- 
metry. 

Sometimes after excision the stump of 
the neck will not support the acetabulum. 
This results in a mechanical condition 
similar to that before operation, al- 
though the aforementioned disturbances 
subside. Our interpretation is that the 
femoral head, by its mere presence, in- 
dependent of any mechanical factor, acts 
as an irritant to the spine producing the 
phenomena studied by Leriche in the 
articular sprains, a sympathetic reflex 
whose origin is in the joint, whose ter- 
mination is in the capillaries of the re- 
gion, and whose point of reflection is 
perhaps in the spinal ganglia. 

Since in some fractures the capital 
fragment becomes necrotic, while in 
other fractures it keeps its ability to 
unite, the treatment should be individ- 
ualized accordingly. When union is pos- 
sible it should be sought and when it is 
impossible it should be discarded and a 
purely functional result be sought. 
Therefore, the first step should be to 
classify the fractures. 


We know that the superior cephalic 
branches of the posterior circumflex 
enter the femoral neck very near the 
cartilage. Accordingly only subcapital 
fractures will belong to the medial va- 


riety, as any line of fracture lateral to 
the entrance of the vessels would leave 
them undisturbed and therefore allow 
a certain amount of circulation of the 
head of the femur. However; many frac- 
tures more lateral than these result in 
necrosis of the femoral head, as the dis- 
position of the vessels has many indi- 
vidual variations. (Fig. 14, 15 and 16.) 
Also, as the patient grows older the 
vessels become progressively sclerotic 
and obstructed. Sphygmographic studies 
are of interest in this connection (Fig. 
12 left and right). 

We are reproducing the photographs 
of two femurs. The first one (Fig. 14) 
is of an adult, and many grooves and 
foramina marking the entrance of ves- 
sels can be seen. The other one (Fig. 
15) is of an aged patient and most of 
the depressions have disappeared. Evi- 
dently, the femoral head is in danger of 
ischemia and any further diminution 
will leave it without enough blood. 

We know that necrosis takes place 
even though some vessels are left in the 
capital fragment. What we have not 
been able to decide is whether complete 
ischemia is necessary to cause necrosis 
of the femoral head, or that the vessels 
untouched by the line of fracture itself 
are lesioned in some other way, for in- 
stance, that the displacement upward of 
the lateral fragment stretches the ves- 
sels when entering the capital fragment. 
This is a point deserving careful study, 
because many surgeons do not immo- 
bilize this type at the time of fracture. 

The most interesting point is not the 
necrosis proper. From a practical stand- 
point, the ability to unite is more im- 
portant. And, evidently, there is need 
for much more circulation for the proc- 
ess of consolidation than for the mere 
survival of the femoral head. This is 
why, in spite of well conducted treat- 
ment, a living head of the femur some- 
times fails to unite. With old people in 
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Fig. 14. Femur of an adult, The vascular foramina are very large and numerous. This specimen is richer in 
foramina than the average. Fig. 15. Variability of the circulation of the femoral head. A specimen specially 
poor in foramina. Fig. 16, The femur in old age. The specimen was filed to be sure that no foramina were 
hidden under the periosteum and in the border of the cartilage. The paucity of vessels is evident. Fig. 17. 
X-ray of a fracture which in the beginning seemed to follow a favorable course of healing but later developed 
an aseptic necrosis. Fig. 18. The degree of condensation, The head is much denser than the trochanteric part 
of bone. In this case there was an.asceptic necrosis of the entire head plus a central spicule belonging to the 
proximal fragment. Fig. 19. Excision of the head. The stump of neck, long in sub-capital fractures, serves as 
support to the acetabulum. Fig. 20. Normal person. The weight of the body pushes the pelvis downward (upper 
arrow). The pelvis would oscillate around the supporting hip joint, but the pelvitrochanteric muscles (lower 
arrow) contract and impede the oscillation. Fig. 24. The intratrochanteric osteotomy. With this technique of 
osteotomy the section is made in a large part of the bone having good circulation; the upper end of the lower 
fragment cannot be displaced medially by the traction of the adductor muscles. 
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particular the mere ability to unite is 
not enough. There is little advantage 
in obtaining union at the price of long 
immobilization, causing deep muscular 
atrophy, which perhaps will not recede, 
and stiff joints, not to speak of the risk 
to life. 

We are reproducing a_ significant 
X-ray picture of a fracture, (Fig. 17) 
which was dubious. As the head seemed 
to have some circulation, we sought an 
anatomic result. A synthesis was per- 
formed, with an autogenous graft and 
this brought about a good result. The 
patient was able to walk and was dis- 
charged. A few months later he re- 
turned. The limb had become atrophied 
and the hip was painful. The X-ray 
disclosed a shortened neck and a flat- 
tened and condensed head of the femur. 

The interpretation seems to us to be 
that any fracture, as a focus of repair, 
passes through two different stages, 
namely, the phase of hyperthermy, dur- 
ing the proliferation of the connective 
tissue, and a phase of ischemia when the 
connective tissue contracts. In this pa- 
tient the femoral head received just 
enough blood to survive. The increased 
blood supply made possible the union. 
However a later condition of ischemia 
caused the femoral head to become ne- 
crotic. 

On the one hand we have the most 
medial fractures, in which the circula- 
tion is interrupted, the femoral head 
becomes necrotic and union fails. On 


the other hand we have the most lateral. 


varieties, in which enough circulation is 
left to assure life to the capital frag- 
ment and union. Between these two ex- 
tremes, there is a zone in which no such 
clear decision is possible. Fortunately, 
from the practical standpoint, the prob- 
lem is simpler. The aforementioned 
data point to the fact that one should 
not seek union merely because it seems 
that the femoral head has some circula- 
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tion, because if the circulation is not 
sufficient, necrosis will result and union 
will fail or be too slow. An open opera- 
tion can be performed also, and the frag- 
ments examined directly. If they seem 
bound for union, the anatomical resti- 
tution is sought, but if the condition of 
the femoral head indicates ischemia, the 
functional result is preferable. 

There is nothing surprising in our be- 
ing unable to give a hard and fast rule. 
Here, as anywhere else, one is able to 
decide only after weighing carefully all 
the elements of the individual patient, 
especially those concerning his general 
condition. For instance, in dubious 
cases, when the patient is strong, one 
can perform the synthesis and if union 
fails, can resort to excision. On the con- 
trary, if the patient is weak, a purely 
functional result is imperative, as there 
is no logical objection to excision of the 
femoral head. The results of this oper- 
ation can be really satisfying, and as we 
see more results we are progressively 
inclined to advise it. 

As previously stated the lack of suffi- 
cient circulation to the femoral head 
should be a reason to prefer the func- 
tional result. Therefore, the degree of 
the condensation has real importance in 
deciding the treatment. (Fig. 18) How- 
ever in fresh fractures condensation 
loses some value because of the time 
necessary for its appearance. In thin 
patients with very good X-rays, we have 
sometimes been able to appreciate the 
condensation a few days after the frac- 
ture, but this is not the usual case. In 
brief the degree of the condensation is 
always important but the lack of con- 
densation has little value in fresh’ frac- 
tures, unless the surgeon waits several 
weeks before operating. 

In medial fractures the emptying of 
the acetabulum by excising the head per- 
mits the stump of the neck which is long 
to approach the cavity and present a 
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point of support to its rim (Fig. 19). 
On the other hand it modifies the hip 
enough to bring important alterations 
to its physiology. The question arises 
whether the neck will stay in the 
acetabulum or become easily luxated. 
Experience shows that luxation is not 
frequent. Perhaps the reason is the abil- 
ity of retraction of the connective tissue 
in aged people, together with the fact 
the shortening of the limb causes the 
patient to walk with abduction of the 
side operated upon, which changes fav- 
orably the direction of the stress. We 
pay no special attention to the shorten- 
ing of the capsula. The only measure 
we take to assure the intra-acetabular 
position of the neck is to train the pa- 
tient to walk with a slight internal rota- 
tion. In a skeleton the reason for this 
can be plainly seen. 

Figures 20 and 21 demonstrate weight 
bearing in the normal person and in a 
person who has undergone excision of 
the femoral head, respectively. In the 
patient with an excision the gluteal mus- 
cles are too loose to give sufficient sup- 
port to the pelvis. To avoid oscillation 
of the pelvis the line of gravity must be 
transported to the supporting side re- 
sulting in an ugly gait. However, the 
patient will be able to walk without pain, 
sit down, kneel, and to perform all the 
activities of old age. His condition is in- 
disputably better than before the oper- 
ation. 

To correct the gluteal gait the lack of 
distance between the insertions of the 
gluteus medius, namely, the fossa iliaca 
externa and the trochanter must be re- 
established. To re-establish the distance 
we formerly transplanted the trochanter 
to a lower position on the femur. Now 
we prefer the subtrochanteric osteotomy 
which has many mechanical advantages. 

Adduction of the femur causes the tro- 
chanter to lower and re-establishes the 
necessary tension on the muscle (Fig. 


22). Unfortunately, the adduction in- 
creases the functional shortening of the 
limb. The ideal would be to have the 
upper part of the femur in adduction, 
lowering the trochanter, and the lower 
part in abduction, lengthening the limb. 
This is obtained with the subtrochan- 
teric osteotomy. The bone is cut and the 
two fragments apposed forming an angle 
of lateral sinus. In this way, while the 
upper fragment is in. adduction, the 
lower one is in abduction. Not only the 
tension of the muscle is re-established 
and the limb lengthened, but the condi- 
tions of weight bearing are improved 
(Fig. 23). The stress becomes axial to 
the femoral neck. This is a factor in 
strengthening the bone, which develops 
according to the pressure along its axis, 
and a guarantee against luxation. 

As to the technique of the osteotomy, 
it can vary almost ad infinitum. We 
would emphasize two points, first we 
prefer a high osteotomy, almost a trans- 
trochanteric osteotomy. In this way the 
cut is made in a spongy and large region 
of the femur. Second, as the lower frag- 
ment is pulled by the adductor muscles, 
we make the cut leaving attached to the 
upper fragment the medial part of the 
trochanteric region. (Fig. 24) 

The osteotomy is not a serious oper- 
ation and can be performed under local 
anesthesia. A disadvantage in the aged 
person is that it requires several weeks 
of immobilization in a cast. Therefore 
we perform the osteotomy only on pa- 
tients with a satisfactory general con- 
dition. 

We know that in lateral fractures, 
which comprise the extracapsular and 
some intracapsular fractures, both frag- 
ments have enough blood circulation to 
survive and unite. Therefore, the classic 
treatments, aiming at the anatomical 
restitution, should be used. We will treat 
the matter in short as we have only sec- 
ondary details to present. 
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In the most lateral fractures, the ex- 
tracapsular fractures, whose seat is a 
zone of easy impaction and rich vascu- 
larization, spontaneous consolidation is 
possible and frequently takes place, 
though in malposition. To reduce the 
displacement and to maintain the cor- 
rection with a cast is feasible. There- 
fore, non-operative treatment should be 
sufficient. However, we are decidedly 
partial to operative treatment. There is 
no doubt that nailing or pegging keeps 
the fragments in place much better than 
a cast, so we see no reason to prefer 
the non-operative treatment, at least in 
the aged. Our experience has been that 
the immobilization in a east is much 
more dangerous in the aged than the 
operation. For the last ten years, we 
have not used the non-operative treat- 
ment. ' 

We are much less decided which to 
perform, blind or open operation. We 
like the blind operation as it diminishes 
shock. The method requires long prep- 
aration (répérage, roentgenograms, etc.) 
during which the patient must be on the 
orthopedic table, but as they are not 
being submitted to any aggression, even 
weak patients endure the strain easily. 

We have used several models of guid- 
ing apparatus, some destined to guide 
the nail or peg itself, some to guide a 
Kirschner wire which, in turn, would 
guide the nail. We even constructed a 
model of such apparatus, which we aban- 
doned as well as others. 

Still we consider the Kirschner wire 
necessary. If a nail is misplaced and 
withdrawn two or three times, the dam- 
age produced in the femoral neck and 
head is considerable. The wire, on the 
contrary, can be placed and taken out 
many times without inconvenience. An- 
other advantage is that a second wire 
can be placed without taking out the 
first, judging the correct position by the 
direction of the first. 
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We draw on the skin of the patient at 
the upper extremity of the bone and 
place the nail ‘‘free handed.’’ After- 
ward, we control by X-ray in both 
planes. If the nail is not well placed, the 
operation is repeated until the nail is 
satisfactorily placed. The length of the 
nail need not be exact. 

To discuss autogenous or metallic syn- 
thesis as it deserves would carry us too 
far afield. We have published other 
papers on the tolerance of the bone for 
foreign materials, in which we endorse 
the autogenous material. 

In metallic synthesis the nail can be 
firmly embedded the first day, but the 
bone reacts with congestion thinning 
the trabecule, hence loosening the nail. 
(Fig. 25) We generally extract the nail 
after it has fulfilled its role and con- 
stantly find it loose. That others have 
had the same experience is proven by 
the invention of other pieces to fix the 
nail. 

In contrast to the coxa vara, pseud- 
arthrosis can be the result of medial or 
a lateral fracture of the femur. As in 
any other pseudarthrosis, in order to 
re-establish circulation in the fragments 
to promote union, it is necessary to 
freshen the fragments. Another very 
frequent feature of pseudarthrosis is 
the reabsorption of the femoral neck, the 
head and trochanter appearing as with- 
out neck. Therefore, one cannot judge 
if the fracture is lateral or medial by 
the shape of the fragments alone. In 
any event the trochanter appears as in 
a medial fracture, and the head as in a 
lateral fracture. 

Condensation, here, has its full value. 
If the femoral head appears condensed, 
it is necrotic. If it is transparent to the 
X-ray it is living. We affirm that what- 
ever be done, this reaction of the bone 
will take place. The act of implanting the 
nail breaks trabeculae and severs small 
vessels, causing a small hemorrhage 
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Fig. 21. Patient with excised head. The gluteal muscles are too loose to support the pelvis, To avoid the 
oscillation, the subject has to transport the line of gravity toward the supporting side. Fig. 22. The correction 
of the gluteal gait. Right hip-joint: the excision of the head places the trochanter very close to the ilium. 
Left hip joint: the subtrochanterie osteotomy re-establishes the position of the trochanter. Fig. 23. The 
correction of the gluteal gait. The subtrochanteric osteotomy besides lowering the trochanter, compensates the 
shortening of the limb and improves the weight bearing by approaching the line of gravity to the axis of the 
neck, Fig. 25. Metallic synthesis. The implantation of the nail necessarily breaks some trabeculae producing a 
hyperthermy which decalcifies the bone around the nail. In some eases this reaction is considerable. Fig. 26. 
Instruments for bone grafting, including: Dowel shaper, mounted on bearing in an oil casing, cutters (three 
toothed), piece for holding the bone, square shaft for guiding the piece for holding the bone and making it 
advance straightly, coupling for the motor, ‘‘Clé de Stuyt’’ with a canal along its axis for the Kirschner 
wire, Fig. 27. Coxa vara traumatica. Fig. 28. Pseudarthrosis with necrotic head. The condensation is plainly 
visible. Fig. 29. The fusion of the hip. In pseudarthrosis with reabsorption of the neck, be the head living 
or necrotic, we make a fusion of the hip by freshening the acetabulum and the trochanter. Fig. 30. Pseudarth- 
rosis with living head, When reabsorption of the neck is present, an anatomical result should not be sought. 
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around the nail. This hemorrhagic focus 
is organized with vasculoconnective tis- 
sue. The process of organization brings 
some hyperthermy. The congestion, ac- 
cording to the most general law of bone 
physiology, brings rarefaction, thins the 
trabecule and loosens the nail. Once 
the nail is slightly loose, the feeblest 
movement breaks a few more trabecule, 
causing new hemorrhages and so the 
process repeats ad infinitum. As it can 
be readily seen, this reaction is impos- 
sible to avoid especially with as large 
a piece as the flanged nail, which takes a 
firm hold because of its large surface of 
contact with the bone. If this incon- 
venience cannot be avoided, the only 
way of curing the difficulty is to render 
it harmless or to make it useful. This 
is what happens with the autogenous 
graft. The vasculoconnective neoforma- 
tion is justly the agent of incorporation 
of the graft to the neighboring bone. 

The added traumatism of taking the 
graft is the disadvantage of the opera- 
tion with autogenous material. On this 
account, we still use the metallic nailing 
when the patient is weak and every effort 
must be made to diminish shock. 

We like the blind operation using the 
Kirschner wire as guide. The flanged 
nail that we use is the Sven Johansen’s 
model, too well known to be described. 
For the autogenous peg, we do a similar 
operation, using a twist drill we had con- 
structed, which has a canal for the 
Kirschner wire along its axis. 

To take and turn a graft we devised 
a set of instruments, derived from 
Albee’s bone mill, but with some dis- 
tinctive features (Fig. 26). The motor 
is 14 H. P.; the axle on the shell to which 
the shaft of the motor is coupled is 
mounted in two double ball bearings; 
the dowelshaper, instead of being mount- 
ed in fiber or bronze washers, is mounted 
on ball bearings in an oil casing; the 
piece of bone to be shaped is not held by 


the hand, but advances directly on a 
square rail, and so forth. In short, it 
has many added features that ease the 
work and make it extremely precise. 
With this set preparing the graft is a 
matter of a few minutes. 

Both operations, autogenous and me- 
tallic synthesis, are performed under 
local anesthesia. 

Immobilization by plaster cast is, 
doubtless, very useful and an added 
guarantee. Generally, we make one but 
we are ready to discard it if it causes any 
trouble. It is here we appreciate the 
superiority of the autogenous graft. As 
the time passes, the union is firmer and 
the cast less necessary. With the metal- 
lic nail, on the contrary, the union is very 
firm at the beginning, but during the 
long period the fracture is not yet united 
the nail becomes loosened. 

In summarizing the treatment of re- 
cent fractures, in medial fractures hav- 
ing necrosis of the head and indicating 
excision, we perform in strong patients 
excision and osteotomy and in weak pa- 
tients, excision alone. In lateral frac- 
tures having survival of the head and 
indicating synthesis, we perform in the 
strong patients autogenous synthesis and 
in the weak patient, metallic synthesis. 

The conditions in old fractures differ 
from those in fresh fractures enough to 
need another method of treatment. An 
old fracture will need treatment under 
two conditions, because of malunion, 
union in vicious position and because of 
non-union. 

Malposition is well known; it is the 
coxa vara traumatica, or diminution of 
the angle between the shaft and the neck 
of the femur. (Fig. 27). Only the lateral 
fracture is capable of union. Therefore, 
the coxa vara traumatica will always be 
the result of a lateral fracture with a 
living head. 

Its physiopathology is similar to that 
of patients with excision of the head, 





TREATMENT OF FRACTURES OF FEMORAL NECK IN THE AGED 


elevation of the trochanter causing 
gluteal insufficiency; shortening of the 
limb and defective weight bearing. Here, 
as in excision of the femoral head, the 
subtrochanteric osteotomy re-establishes 
the function of the muscles. Also, by the 
abduction, it corrects the shortening and 
improves the weight bearing. The only 
difference is that, of course, the opera- 
tion is performed without the excision 
of the head. 

Pseudarthrosis with necrotic head is 
similar to the fresh fracture in that 
union cannot be expected (Fig. 28). 
The head of the femur has to be excised. 
If the femoral neck is conserved, accord- 
ing to the degree of strength of the 
patient, the excision is performed alone 
or with the osteotomy. 

If the neck is reabsorbed, there is no 
support for the acetabulum. If we place 
the acetabulum over the tip of the 
trochanter, the slightest movement of 
abduction will luxate it. Perhaps, in 
‘young patients, some sort of ‘‘roof,’’ to 
enlarge the rim of the acetabulum could 
be devised. In the aged patients some- 
thing simpler must be sought. 

It is well known that an ankylosis of 
the hip results in good function, with 
only some difficulty in sitting down. In 
arthritis, most of the unfavorable results 
are rigidity without true ankylosis and 
an arthodesis improves the condition. 
According to these considerations, we 
freshen the acetabulum and the tip of 
the trochanter, and place one against the 
other, seeking union (Fig. 29). We 
formerly used a graft, but we have seen 
that direct union is more satisfactory 
because it is stronger. 

Pseudarthrosis with living femoral 
head follows a lateral fracture. The sur- 
vival of the head makes the union possi- 
ble, but here also the conditions differ 
from the fresh fracture and require spe- 
cial treatment. 

In our opinion, the conduct should 
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vary primarily according to the degree 
of reabsorption of the neck. If the neck 
is conserved, good restitution is possible 
and a synthesis should be performed. If 
the neck is destroyed, an anatomical 
restitution is impossible (Fig. 30). 

In the case of conservation of the neck, 
the operation differs from the synthesis 
as performed in the fresh femoral frac- 
tures, as both fragments are independ- 
ently healed, and have to be freshened. 
Therefore, it must be an open operation, 
with arthrotomy. 

We take advantage of the arthrotomy 
to place the graft from the inside of the 
fracture, instead of placing it from the 
lateral aspect of the trochanter. We 
make a separate perforation in each 
fragment, starting from its freshened 
surface. We insert the graft in the capi- 
tal fragment, with the limb in external 
rotation. Then, by rotating the limb in- 
ward, we present the hole in the lateral 
fragment to the graft, engaging the 
latter in the former. In this way, the 
cortex of the trochanter is not inter- 
rupted, and the graft has no possibility 
of gliding laterally. 

If the neck is reabsorbed, the synthe- 
sis will not re-establish the mechanical 
conditions of the hip. In both medial 
and lateral fractures, we cause an anky- 
losis of the hip by freshening the tro- 
chanter and the acetabulum and placing 
them in apposition. 

We have presented the results of ten 
years observations on this subject. To 
close we will say that all these techniques 
will probably be forgotten, but we be- 
lieve that whichever be the methods of 
the future one principle will persist, the 
individualization of the treatment. 


SUMMARY 


Generally speaking while all intra- 
capsular fractures are considered from 
a general point of view the results of 
surgical treatment are variable. An 
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analysis of the failures following sur- 
gical treatment disclosed: 

(a) That failures were noted with 
greater frequency in medial frac- 
tures. 

(b) In eases of non-union there was 
progressive condensation of the 
head of the femur. 

Such condensation engendered the 
thought of a possible ischemia in this re- 
gion. This was verified by a study of 
the local circulation, the underlying fea- 
tures of which were herein reported. 
An attempt was made to establish 
whether or not blood irrigation through 
the ligamentum teres was interrupted in 
some manner in instances under consid- 
eration. The different directions of the 
lines of fracture were studied and their 
possibilities of interrupting the circula- 
tion through the circumflex arteries kept 
in mind. The results were as follows: 

(1) In young individuals the ligamen- 
tum teres carries numerous blood ves- 
sels. These are thin and in all likelihood 
unable to contribute to the nourishment 
of the head of the femur. In the aged, 
the vessels disappear and their lumina 
become obliterated progressively; thus 
their contribution to the blood circula- 
tion in the head of the femur is nil. 

(2) The arterial system of the cir- 
cumflex is disposed in such a manner 
that the blood enters from without in- 
ward. In any type of fracture here some 
vessels are severed. These pertain 
particularly to those already having en- 
tered the bone. The most medial frac- 
tures interrupt all the vessels while most 
lateral breaks leave some blood vessels 
untouched. 

(3) In the most medial fractures the 
head of the femur suffers an ischemic 
necrosis characterized microscopically 
by homogeneization of the osseous sub- 
stance and achromatism of the cellular 
nuclei. Changes in the connective tissue 
invading the necrotic head are described. 


(4) The individual variation in the 
vessels of the hip are discussed. Inter- 
ruption of all vessels in order to cause 
necrosis is not essential. A precise line 
of demarcation between both varieties of 
fracture is made difficult for reasons 
given; it may be found somewhere in the 
mesocervical portion of the neck of the 
femur. 

(5) The therapeutic indications and 
results in both types of medial and la- 
teral fracture are discussed. 

(6) Methods of treatment in lateral 
fractures by synthesis are given. Pref- 
erence is given to autogenous grafts in- 
stead of metallic synthesis. The indica- 
tions for each are pointed out. 

(7) An analysis of indications and 
therapeutic measures of old fractures 
and pseudoarthrosis are given. 


RESUMEN 


Advirtamos: a/ que la extensién de 
este resumen no permite consignar 
ningtin razonamiento, sino apenas el 
Plan del ‘Trabajo; b/ que solo tratamos 
del anciano. 

Durante aios, temimos mucho a esta 
fractura: casos considerados semejantes 
evolucionaban de modos opuestos, i - 
casos que salian aparentemente curados 
volvian, meses despues, con cojera. 

Los records de estos casos nos mostra- 
ron: a/ que mientras mas interne la frac- 
tura, mas facil era el fracaso; b/ que los 
casos adversos presentaban signos ra- 
diol6gicos de condensacién del frag- 
mento cafalico. 

Sospechamos necrosis isquémica por 
ruptura vascular, i decidimos artroto- 
mizar los casos que parecfan destinados 
al fracaso. Comprobamos la_ isquemia 
de la cabeza, comprobamos macroscopica 
e histologicamente la necrosis; el es- 
tudio angiolégico de la regién, con solu- 
ciones colorantes i radio-opacas nos 
mostré el mecanismo de la isquemia i su 
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relacién con la situacién interna del 
rasgo. 

Formulamos el principio bésico: Los 
vasos nutricios de la cabeza corren de 
fuera a dentro, penetrando el hueso en 
diversos puntos del cuello. El rasgo 
rompe todos los que, a su nivel, hayan 
penetrado en el hueso. Una fractura ex- 
terna respetarad, pues, los que aun no 
hayan entrado, i la cabeza tendra irriga- 
cion. Una fractura mui interna sece- 
ionara todos los vasos, dejando la cabeza 
sin circulacion. 


Consecuencia Terapeutica: en la frac- 
tura interna, la cabeza se necrosa, i no 
puede soldarse; en la fractura externa 
la cabeza sobrevive, i la consolidaci6n es 
posible. 


Ein las Internas, decidimos resecar la 
cabeza femoral, i apoyar el cétilo sobre 
el mufién de ecuello; en la Externas, se- 
guimos practicando le Sintesis, buscando 
la soldadura. 


Ahora bien: la reseccién de cabeza 
permite una marcha 4égil e indolora, 
pero con una cojera por insuficiencia de 
los pelvitrocantereos; el trocanter queda 
mas alto; i las inserciones de dichos 
mtsculos demasiado cerca las inferiores 
de las superiores. 

La Osteotomia Subtrocanterea, haci- 
endo bajar el trocanter, restablece la 
‘tensién de los misculos, corrigiendo la 
cojera. 

En los sujetos fuertes, pues, agre- 
gamos la Osteotomia a la Reseccién. En 
les Débiles, solo hacemos la Reseccién, 
conformandonos con la cojera. 

En las Fracturas Externas (que com- 
prenden algunas de las clasicamente 
llamadas Intracapsulares), la cabeza 
sobrevive, puede soldarse. Hacemos una 
fijacién operatoria (Sintesis), a la que 
tememos menos, en el anciano, que a la 
inmovilizacién. 

Preferimos la operacién con un in- 


gerto autdégeno, i asi la hacemos en los 
fuertes. En los débiles, para economi- 
zarle la toma del ingerto, nos conforma- 
mos con un clavo metalico. 

Kso, respecto a las fracturas recientes, 
en las cuales, como se vé, consideramos 
por lo menos cuatro casos tipicos. 

En las Fracturas Antiguas, distingui- 
mos: Pseudartrosis i Coxa Vara Trau- 
miatica. 

La Coxa Vara Traumatica (que solo 
puede ser de la Fractura Externa) tiene 
la misma fisiopatologia que la Reseccién 
de Cabeza: ascenso del trocanter, in- 
suficiencia muscular i cojera. 

La tratamos, pues, de la misma 
manera: Osteotomia Subtrocanterea. 


La Pseudatrosis puede ser tanto de 
Fractura Interna como de Externa. 

En la Interna, hai que resecar la ca- 
beza, como en la interna reciente. Si el 
cuello esta real sorbido, no hai mufdén 
para apoyar el cotilo: provocamos la 
soldadura entre cotilo i trocanter, avi- 
vandolos. 

Si el cuello esté conservado, proce- 
demos como en la reciente: Reseccién 
con o sin Osteotomia. 

En la Externa, con cuello conservado, 
procedemos como en la reciente. Solo 
que, como cada fragmento esta cicatri- 
zado independientemente del otro, hai 
que avivar. La sintesis se hace, pues, 
con artrotomia, a cielo abierto. 


Si el cuella esta reabsorbido, la sinte- 
sis no deja la extremidad superior del 
femur en buenas condiciones mecanicas: 
preferimos proceder como en la interna, 
i soldar cotilo i trocanter. 

Tales son los casos tipicos que exijen 
terapéuticas especiales. Hai, natural- 
mente, muchas particularidades mas, es- 
pecialmente en los casos limitrofes entre 
una i otra variedad, que hacen individu- 
alizar mas atin el tratamiento, pero tra- 
tarlas nos llevaria demasiado lejos. 
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CUADRO DE LA INDIVIDUALIZACION 
TERAPEUTICA 


Fracturas Recientes 


A/ Internas 
a/ buen estado general — Re- 
seccién + Osteotomia. 
b/ mal estado general — Re- 
seccién (solamente). 


B/ Externas 
a/ buen estado general — Sin- 
tesis Autégena. 
b/ mal estado general — Sin- 
tesis metalica (sigue). 


2. Fracturas Viejas 


A/ Pseudartrosis 
a/ Fractura Externa 
i/ cuello conservado — Sin- 
tesis 
ii/ id. reabsorbado — An- 
quilosis 
b/ Fractura Interna 
i/ cuello conservado — Re- 
secciOn 
ii/ cuello reabsorbido — An- 
quilosis 
B/ Coxa vara traumatica 
(solo Fr. Externa) — Otseo- 
tomia Subtrocanterea. 
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Perforation In Peptic Ulcer 


A CRITICAL REVIEW OF 700 CASES* 


RAYMOND W. McNEALY, M.D., F.A.C.S., F.1.C.S. 


and 


JOHN W. HOWSER, M.D. 
CHICAGO, ILLINOIS 


INTRODUCTION 


HE subject of peptic ulcer is one 
which holds much interest both for 


the surgeon and internist. The 
most circumscribed specialist cannot re- 
move himself from the problems of pep- 
tic ulcer, for he frequently has one even 
though he does not treat them. It has 
been suggested that peptic ulcer is pres- 
ent in nearly two per cent of all indi- 
viduals between the ages of twenty and 
fifty. This figure must be regarded as a 
rather broad assumption, which cannot 
be adequately substantiated, but it is 
suggestive of the general prevalence of 
this disease. 

The symptoms of peptic ulcer vary 
greatly. There are even cases in which 
hemorrhage or perforation has occurred 
without the patient’s ever having been 
conscious of the symptoms which are 
usually considered characteristic of this 
disease. . 

The cause of peptic ulcer is unknown. 
That several factors working together 
may be responsible is possible. In our 
present state of knowledge we must ad- 
mit that such medical management as is 
advocated is usually done with the idea 
of correcting certain evident disturb- 
ances of gastric physiology, rather than 
being directed at the essential etiological 
factor or factors. There is no standard 
surgical treatment for peptic ulcer. 
Such surgical therapy as is commonly 
applied is largely confined to an attack 


*Read before the Nebraska State Medical Association, 
Lincoln, Nebraska, May 7, 1941. 
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on those complications which threaten 
the life of the patient by starvation, 
hemorrhage or peritonitis. 

In the present discussion, I shall con- 
fine myself to a consideration of the 
complication of perforation of peptic 
ulcer, and present some of the interest- 
ing data compiled from a review of 700 
cases of perforated peptic ulcer which 
were operated on in the Cook County 
Hospital from 1925 to 1938 inclusive. 
This group included perforations in the 
stomach or duodenum which occurred 
as a result of a benign ulceration. In a 
recent publication, my associate, Dr. 
Raymond Hedin, and I® reported on a 
series of 133 perforations occurring in 
3289 cases of gastric carcinoma. 


HISTORY 


‘The first clear-cut report of a perfo- 
rated peptic ulcer that I have been able 


’ to find in the literature was made by 


Boneti? in 1679. It is interesting that 
the patient was recorded as having spit 
up blood on a previous occasion, although 
no other symptom relative to a path- 
ologic condition in the lungs was found. 
The patient was apparently cured of 
this hemorrhagic condition when he later 
developed a. perforation. The author 
speaks of finding a free, watery fluid in 
the peritoneal cavity and a perforation 
near the pylorus upon opening the ab- 
domen after the patient’s death. 

John Abercrombie’ published a paper 
in 1824 in which he reported a perfo- 
rated duodenal ulcer along with several 
cases of perforated gastric ulcer. The 
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immortal French pathologist, Cruveil- 
hier,® published a text of pathological 
anatomy in 1829, in which he clearly dif- 
ferentiated between simple peptic ulcer 
and ulcerating carcinoma. 

The first recorded attempt to close a 
perforated peptic ulcer was made by 
Mikulicz® in 1880. The patient died fol- 
lowing the operation. No further reports 
of efforts to deal with this peptic ulcer 
complication are to be found in the liter- 
ature until 1892, when Heussner and 
Roux® reported a successful repair of a 
perforated ulcer. A series of 103 opera- 
tions for perforated peptic ulcer was re- 
ported in 1897 by Mikulicz.° 


INCIDENCE OF PERFORATION 


It has been stated that about five per 
cent of the proved ulcers of the stomach 
and duodenum ultimately perforate. 
Perforations occur somewhat more often 
in the duodenum than in the stomach. 
The literature reveals that gastric ulcers 
are found with equal frequency in males 
and females, while duodenal ulcers de- 
velop three or four times as frequently 
in men as in women. In this series of 
700 cases of perforation there were only 
eleven females. No adequate explana- 
tion can be offered for the preponder- 
ance of perforations in the male. 

The incidence of perforations in the 
white, black and yellow races corre- 
sponds very closely to the relative per- 
centage of these racial groups in the 
population of our hospital. 

We had no perforations in children 
under sixteen, and none in persons over 
eighty. Smythe’ has reported two fatal 
perforations of gastric ulcers in prema- 
ture infants, while Tow“ has reported a 
fatal gastric ulcer perforation in a full 
term male child. In our series, 548 (78.2 
per cent) of the perforations occurred 
in persons between twenty and fifty 
years of age. (See figure 1.) It might 


be interesting to speculate on the cause 
of the increased incidence of perforation 
in the twenty to fifty year age group. 
The one pertinent finding in this age 
group, either with or without ulcer, 
would seem to be the normally high hy- 
drochloric acid values of the gastric 
secretion. 
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Figure 1. The incidence of perforated peptic ulcer 
according to age groups. 


The location of the perforation in this 
series corresponds very closely to the 
findings published by Portis and Jaffe’ 
in their study of necropsy records in 
Cook County Hospital. Ninety-four and 
five-tenths per cent of the perforations 
were on the anterior wall of either the 
duodenum or stomach; 50.5 per cent oc- 
curred in the duodenum and 49.5 per cent 
in the stomach. 


ETIOLOGY 


The opinion commonly expressed in 
the literature is that a full stomach pre- 
disposes to perforation, and Yudin™ 
states that most of the perforations ob- 
served by him followed very closely after 
the midday meal. In our series, 328 
(46.8 per cent) perforated within three 
hours after meals, while 270 cases (38.5 
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per cent) perforated in the period of 
three to six hours after meals. (See 
figure 2.) We had one case in which a 
perforation occurred during a fluoro- 
scopic examination. The patient had 
just finished drinking a glass of barium 
emulsion when the symptoms of perfo- 
ration appeared. Since the compilation 
of this report, the author has seen two 
additional cases which perforated fol- 
lowing the ingestion of barium prepara- 
tory to a fluoroscopic examination. 
Singer” collected 38 cases that perfo- 
rated soon after fluoroscopy. 


46.8% 
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Figure 2. Time interval after food ingestion in 
relationship to perforation. A. 3 hours or less since 
last meal. B. 3-6 hours since last meal. C. 6-20 hours 
since last meal. 


Forty-five of the patients in our series 
gave a history of their perforation hav- 
ing taken place while they were drinking 
either beer or whiskey. This would seem 
to be more than coincidental; if one were 
inclined to advocate temperance, this 
might be used as an impressive lesson. 

The statement has been made that 
from a pathological standpoint only 
chronic ulcers perforate. Yet one must 
bear in mind that there are probably 
some ulcers which progress so rapidly 
that the acute symptoms of perforation 
are the first intimation the patient has 
of gastric disturbance. In support of 
this statement, we found that 168 (24 
per cent) of our cases never were clin- 
ically diagnosed as ulcer, nor did the 
patients give a history of being conscious 
of any previous stomach trouble. 


Perforation may occur, irrespective 
of the patient’s activity. Three hundred 
and fifty-nine of our patients were at 
rest, but not asleep, when their perfora- 
tions took place; while 90 cases were ac- 
tually asleep and were awakened by the 
characteristic excruciating epigastric 
pain. (See figure 3.) Thus it will be 
seen that these two groups represent 60 
per cent of the total number and strongly 


‘suggest that in most instances physical 


activity has little to do with perforation. 
As a corollary to this, we did not have a 
single case where actual trauma precipi- 
tated perforation. 


SYMPTOMS 


We have referred already to the fact 
that perforation may be the first indica- 
tion of the existence of an ulcer. This, 
however, is the exception and not the 
rule, for most patients give a history of 
long continued suffering from a ‘‘dys- 
pepsia’’ syndrome. When perforation 
occurs, the symptoms are usually classic- 
al. Approximately 98 per cent of the pa- 
tients of this series presented what 
might be termed typical pictures. A 
cause for confusion in the diagnosis of 
perforation exists in the fact that the 
patient is frequently not seen until sev- 
eral hours after the perforation, when 
considerable modification of symptoms 
with masking of the picture may have 
taken place. At the time the perforation 
occurs, the patient is usually seized with 
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Figure 3. Activity at onset of perforation. A. 
Straining violently. B. Exerting moderately. C. At 
rest but not asleep. D. Asleep. E. Eating or drinking. 
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a sudden severe pain in the epigastrium. 
This pain at first is colicky in nature and 
there are often remissions of intensity. 
The individual will frequently flex the 
legs as the pain reaches its height, but 
I do not ever recall having seen one toss 
about or move violently during the ex- 
acerbations of pain. In the initial period, 
the patient is usually excited and notice- 
ably apprehensive. This psychic state 
changes somewhat with the appearance 
of shock. At this stage he frequently lies 
quietly on his back, often with his knees 
flexed, and his excited, apprehensive 
manner gives way to one of resignation. 


Considerable attention has been di- 
rected to the diagnostic value of vomit- 
ing in these cases. One author has 
suggested that, as a rule, vomiting oc- 
curs only when the lesion is in the stom- 
ach or when the pylorus has been af- 
fected in the case of a duodenal lesion. 
In this series, 381 (54.8 per cent) vom- 
ited at the time of perforation. Of those 
that vomited, the lesions were found to 
be equally distributed between the du- 
odenum and stomach. 


Another statement which is seen very 
frequently is that bleeding ulcers do not 
perforate. We found that 22 cases (3.1 
per cent) had hematemesis with the on- 
set of the pain of perforation. 


Physical examination of a patient fol- 
lowing perforation usually reveals him 
as an evidently sick individual in a con- 
dition of shock which may be marked or 
slight. His respirations are rapid and 
of the thoracic type. The temperature 
varies with the degree of shock. A rather 
unexpected finding in this series was that 
the pulse rate was usually normal, or 
within normal limits in the early period 
following perforation. With the onset of 
peritonitis, however, both temperature 
and pulse rate tend to increase. From 
these findings one may conclude that so 
far as diagnosis is concerned, neither 


the temperature nor the pulse rate is of 
much significance in the first few hours 
following perforation. 


Tenderness is usually marked and 
most acute over the epigastrium, with 
limited areas which may be more sen- 
sitive than others. It is rare to find: the 
patient able to consistently indicate a 
finger point area of tenderness. In this 
series, it was not uncommon to find a 
well defined tenderness in the right 
lower quadrant. This frequently ap- 
peared within a short time following the 
perforation and led in more than one 
instance to a mistaken diagnosis of acute 
appendicitis. The frequency of this 
right-sided tenderness can probably be 
accounted for by the ease with which 
the escaping gastro-intestinal contents 
follow along the mesentery of the right 
half of the colon. In an article by 
Vaughan and Singer’ the statement is 
made that no less an authority than 
Moynihan made right lower quadrant in- 
cisions in eighteen cases out of a series 
of forty-nine patients with perforated 
peptic ulcer. 


The rigidity of the abdominal wall has 
been described by many authors as being 
board-like. It is my impression that in 
most cases this term is misleading, for 
while the abdomen is commonly tense 
and frequently scaphoid in the thin pa- 
tient, it can hardly be regarded as board- 
like. The upper abdomen is nearly al- 
ways more rigid than the lower abdomen 
in the early stage, and in the late stage 
with beginning peritonitis there is usu- 
ally the element of distention of the in- 
testines which more or less cushions the 
abdominal wall and precludes the inter- 
pretation of a board-like rigidity. 


Of the 700 patients reviewed 374 (53.4 
per cent) had a fluoroscopic examination. 
Of those examined by this method 
77.5 per cent (290 cases) were found to 
have a pneumoperitoneum. (See figure 
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4.) Certain cases do not show pneumo- 
peritoneum in the presence of perfora- 
tion. This can be accounted for by the 
fact that some stomachs do not contain 
air at the time of perforation and the 
duodenum is not uncommonly collapsed. 
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Figure 4. Abdominal fluoroscopy as a diagnostic 
aid in perforated peptic ulcer. A. Total cases oper- 
ated. B. Cases subjected to abdominal fluoroscopy. 
C. Cases showing a pneumoperitoneum. 


TREATMENT 


When a diagnosis of perforated peptic 
ulcer has been made, there is rather uni- 
versal agreement among surgeons that 
operation at the earliest possible moment 
is imperative. The protagonists of sur- 
gical management are well supported by 
the statistics presented by Thompson” 
in his review of a series of 500 patients 
from the charity services of Los Angeles 
hospitals. He reported that 76 cases 
were managed on the non-surgical or ex- 
pectant treatment basis with only one 
recovery—a mortality of 98.6 per cent. 


Notwithstanding the uniformity of 
opinion as to the value of early surgical 
intervention, there exists no such una- 
nimity as to the type of operation which 
should be done in each case. We believe 
that the chief concern of the surgeon 
in dealing with a perforated peptic ulcer 
is to treat the emergency. It must be 
emphasized that the treatment is pri- 
marily for a complication and not for the 
underlying ulcer itself. The simplest 
procedure which will stop the leakage 
from the stomach is the most logical one. 
This would be simple closure, or if this 
were impossible, then local excision and 
suture. If either of these is likely to 
cause a pyloric stenosis, a gastrojeju- 
nostomy is indicated, provided the pa- 
tient is in good shape. Cases must be 
individualized and not dogmatized. 


In 612 cases in this series, simple 
closure of the ulcer was done. Simple 
closure with the addition of gastrojeju- 
nostomy was performed in 53 cases. 
Some form of pyloroplasty was em- 




















Figure 5. Percentage of various operative pro- 
cedures used. A. Simple closure of the perforation. 
B. Gastrojejunostomy combined with simple closure. 
C. Pyloroplasty. D, Gastric resection. 
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ployed in six instances; and primary 
partial gastric resection was done’ in 
only two cases. (See figure 5.) Under 
‘‘simple closure’’ is included the exci- 
sion of the ulcer base followed by clo- 
sure. It seems to me that it is just as 


Interrupted 
Asilk sutures 
‘ 


easy and perhaps a little less time-con- 
suming to cut out a diamond shaped area 
just large enough to cireumscribe the 
ulcer area, and then sew the diamond 
transversely. (See figure 6a, b, ¢, d.) 


el 


Figure 6. Steps in local excision and closure of perforated peptic ulcer. a. Ulcer exposed. b. Local excision 
of diamond-shaped area. c. Transverse closure of diamoud-shaped area. d. Omentum packed over suture line. 
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RESULTS 


There has been a rather steady de- 
crease in the mortality rate of surgically 
treated cases of perforated peptic ulcer, 
from the 68 per cent reported by Miku- 
liez in 1897 to the present rate, which 
ranges between 24 and 27 per cent. The 
total mortality rate for this series was 
27 per cent. 
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Figure 7. Mortality rate compared with patients’ 


ages. 


In establishing the mortality rate for 
operations on perforated peptic ulcers, 
it is only fair that the combined mortal- 
ity of all types of operations be taken as 
an index of the gravity of this condition. 
If one were to be guided by a very low 
rate following radical procedures like 
partial gastric resection, one might con- 
clude that this was the operation of 
choice for perforated peptic ulcers. This 
would be very misleading, because such 
radical procedures are reserved for the 
good risks and are not attempted on the 
poor risks. 

While a correlation between the mor- 
tality rate and the type of operation per- 
formed cannot be accurately made, a 
close correspondence is found between 
the age of the patient and the number of 
deaths and between the time elapsed 
after perforation and the number of 
deaths. This may be clearly seen in fig- 
ures 7 and 8. 


A very interesting study of the peri- 
toneal fluid from perforated ulcers was 
carried out by Dr. Davison‘ and his co- 
workers on a limited group of the cases 
that are being reported in this series. 
They aspirated material from the ab- 
dominal cavity immediately after the in- 
cision was made. This material was sent 
at once to the bacteriological laboratory 
where cultures were made. They did not 
make direct smears because they felt 
that the presence of alimentary debris 
would cause difficulty in the identifica- 
tion of organisms. Their cultures were 
taken from the peritoneal exudate occa- 
sioned by perforations of either the 
stomach or the duodenum. Their find- 
ings were in accord with those of other 
workers in the same field and revealed 
a fairly constant relationship between 
the time that elapsed after the perfora- 
tion and the abundance of the bacterial 
flora. The cultures taken in the first six 
hours after perforation were usually 
sterile, but if they were positive, this 
suggested a poor prognosis. In those pa- 
tients in whom cultures were sterile at 
the time of operation, it was reasonable 
te expect an uneventful postoperative 
course and a low mortality rate. The 
organisms most frequently found in our 
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Figure 8. Mortality rate in relation to time inter- 
val between perforation and operation. 
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series were the Bacillus coli communis 
and the streptococcus. 

The consideration of a peritonitis of 
bacterial origin brings up the question 
of drainage in these patients. The con- 
census of opinion among the surgeons 
in our hospital is that drainage of the 
free peritoneal cavity is more of a ges- 
ture than an efficient therapy. Immedi- 
ately after perforation, the peritoneal 
inflammatory reaction is the result of 
a chemical irritation. This ceases when 
the irritating contents are removed or 
diluted and the opening sutured. Obvi- 
ously there can be little indication for 
drains in these cases. In those patients 
who are already in the throes of a 
spreading peritonitis it would seem that 
drainage could offer little in the way of 
control. When there is a tendency to 
localization of the peritonitis, the devel- 
oping abscesses do not become well de- 
fined or demonstrable until near the 
third week following perforation. I am 
of the opinion that few would subscribe 
to the practice of keeping drains in the 
free peritoneal cavity three weeks. The 
work of some of our colleagues strongly 
confirms the general impression among 
us that the free peritoneal cavity cannot 
be adequately drained by any method. 
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Figure 9. Location of secondary intra-abdominal 
abscesses following repair of perforated peptic ulcer. 
A. Subphrenic. B. Pelvic. C. Perigastric. Shaded 
portion indicates mortality. 


In our series 3 per cent of the cases 
developed secondary intra-abdominal 
abscesses. Seventy-one and four-tenths 
per cent of these were subphrenic. The 
location of the abscesses and the mor- 
tality rate in each type is shown in fig- 
ure 9. 

The chart in figure 10 shows the inci- 
dence of wound infection. It will be 
noted that among those developing a 
wound infection there was a mortality 
rate of only 17.3 per cent, while among 
those without a wound infection 35.9 per 
cent died. This is a good example of how 
figures alone can be very misleading. 
The facts are that many of the most seri- 
ous cases did not live long enough for 
the wound to become infected. 

Figure 11 shows the relationship be- 
tween evisceration and wound infection. 
In the nine cases which eviscerated there 
was a mortality of 44.4 per cent. Obvi- 
ously this is a very serious complication. 

















Figure 10. Incidence of postoperative wound in- 
fections, showing mortality rates. A. Total cases. B. 
Wound infections. C. No wound infections. Shaded 
portion indicates mortality. 


The late Dr. Jackson’ suggested a 
simple procedure for lessening wound 
infection and evisceration in cases of 
perforated ulcer. The usual toilet of the 
peritoneum should be carried out and 
the incision in the peritoneum sutured. 
The wound superficial to the peritoneum 
is then washed thoroughly with soapy 
water and rinsed with sterile water or 
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salt solution and closed with interrupted 
sutures. We have employed this proce- 
dure on our recent cases and feel that it 
has decreased the number of wound in- 
fections which commonly follow this 
type of operation. Hartzell and Sorock® 
have advocated a short. transverse inci- 
sion in the right rectus area to avoid the 
danger of wound disruption and eviscer- 
ation. 

The most common cause of death fol- 
lowing perforation of a peptic ulcer is 
diffuse spreading peritonitis. In our 
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Figure 11. Incidence of evisceration in relationship 
to infected and clean cases. A. Total eviscerated 
cases. (Shaded portion shows mortality). B. In- 
fected cases which, eviscerated. C. Clean cases which 
eviscerated. 


series it was the cause of 70.6 per cent of 
the fatalities. Pulmonary complications, 
including atelectasis, bronchopneumonia 
and lobar pneumonia, accounted for 11 
per cent of the postoperative deaths. A 
detailed review of the causes of death in 
this series would not be particularly il- 
luminating, because in many instances 
several factors contributed to the fatal 
outcome. 

Postoperative care is of the utmost 
importance in these cases. Because’ of 
the extreme emergency, there has been 
no time for adequate preoperative prep- 
aration. The postoperative management 


should be directed toward (1) keeping 
the stomach empty, (2) providing an 
adequate fluid intake, (3) rehabilitating 
the patient in order that he may combat 
the complications which arise. 


SUMMARY 


1. Seven hundred cases of perforated 
peptic ulcer operated on at Cook County 
Hospital from 1925 to 1938 have been 
reviewed. 

2. The largest percentage of perfora- 
tions occurred in patients between the 
ages of 20 and 50 years. 

3. Forty-six and eight-tenths per cent 
of the perforations took place within 
three hours after a meal, but the physical 
activity of the patient seemed to have no 
causative effect on the perforation of 
his ulcer. 

4. Most of the patients in this series 
presented ‘‘classical’’ symptomatic pic- 
tures with the occurrence of perforation. 

5. The diagnosis of perforated peptic 
ulcer can very frequently be definitely 
substantiated by fluoroscopic examina- 
tion showing a pneumoperitoneum. 

6. In cases of perforated peptic ulcer, 
operation should be carried out as soon 
as the diagnosis is made. 

7. The simplest operation will prob- 
ably give the best results. 

8. Washing out the wound with soapy 
water has been found to be an aid in re- 
ducing infections. 

9. The most common complications 
are peritonitis and pulmonary infec- 
tions. 

10. Postoperative care of these pa- 
tients is of extreme. importance. 
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SUMARIO 


Perforacion en Ulcera Peptica 

1.—700 casos de tileeras pepticas per- 
foradas en el Cook County Hospital 
desde 1925 a 1938 han sido revisados. 

2.—El porcentage de perforaciones 
ocurren en enfermos entre las edades de 
20 a 50 anos. 

3.—Cuarenta y seis y ocho decimas 
por ciento de perforaciones tuvieron 
lugar dentro de tres horas despues de 
una comida, pero la actividad fisica del 
enfermo parece no haber tenido efecto 
causativo en la perforacién de la tilcera. 

4.—E] mayor ntimero de los enfermos 
en esta serie presentaron cuadro sin- 
tomatico ‘‘clasico’’ con la ocurrencia de 
la perforacioén. 

5.—E]l diagnostico de la tileera peptica 
perforada puede muy frecuentemente 
ser substaciada por examen fluoro- 
sc6pico mostrando un pneumoperi- 
toneum. 

6.—En casos de ilcera peptica per- 
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forada, operaciOn debe de hacerse tan 
pronto como el diagnostico sea hecho. 
7.—La operacién mas simple prob- 
ablemente de los mejores resultados. 
8.—E]l lavado de las heridas con agua 
y jabon se encuentra que ayuda a la re- 
duccién de infecciones. 
9.—Las complicaciones mas comunes 
son peritonitis y infecciones pulmonares. 
10.—Cuidado postoperativo de estos 
enfermos es de una importancia ex- 
trema. 


RESUME 


1. Analyse de 700 cas d’ulcéres pep- 
tiques perforés opérés a 1’H6pital Cook 
County pendant la période de 1925 a 
1938. 

2. Le plus grand nombre de ces per- 
forations survinrent entre les ages de 
20 4 50 ans. 

3. 46.8% de ces perforations eurent 
lieu dans les trois heures suivant un 
repas mais l’activité physique du 
malade ne parait pas avoir eu aucune 
influence causative sur la perforation. 

4. La plupart de ces malades présen- 
térant les symptomes ‘‘classiques’’ qui 
accompagnent ces perforations. 

5. Trés souvent, on peut confirmer le 
diagnostic par un examen fluoroscopique 
déccelant un pneumoperitoine. 

6. L’opération doit étre précoce, doit 
étre immédiate. 

7. Les opérations les plus simples 
donnent les meilleurs résultats. 

8. Le lavement de la plaie avec de 
l’eau savonneuse aide a réduire 1’in- 
fection. 

9. Les infections pulmonaires et la 
peritonile sont les complications les 
plus fréquentes. 

10. Le traitement post-opératoire est 
d’une importance capitale. 
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water were used as the sole anes- 

thetic for 43 amputations of lower 
extremities in the past six months, with 
a tourniquet to accurately control the 
area of anesthesia. No sedative medica- 
tion was needed as an aid to the anes- 
thesia and most of the patients were 
too sick and too weak to become emotion- 
ally upset at the thought of a major 
operation. The patient’s mental state 
was thoroughly considered, and, if nec- 
essary, the indicated medication was 
given to allay apprehensiveness, fear, or 
an emotional state. Chrymotherapy has 
been used for the relief of pain, for the 
treatment of cancer, drug addiction, and 
mental disorders.’ 

The senior author’? has conducted ani- 
mal experiments for years, adding an 
important new feature, the use of a 
tourniquet with reduced temperatures to 
localize the effect of chilling. A rat’s 
tail® became gangrenous within a few 
hours after ligating it and exposing it 
to increased temperatures; whereas an- 
other tail, ligated and continuously re- 
frigerated, remained viable after 54 
hours. What takes place in the tail 
distal to the tourniquet? When refriger- 
ated, the cell metabolism is reduced to 
the minimum, to an even greater degree 
than is present in the individual cells of 
the hibernating animal. 

The animal accommodates himself to 
the temperature of his environment‘ and 


“Presented at the International Assembly of the 
International College of Surgeons, Mexico, D.F., 
August, 1941, 


bE seer ns ice, snow ice, or ice 


even when exposed to a temperature far 
below freezing, there is no permanent 
structural change, the blood vessels are 
not damaged and the blood remains a 
circulating medium. 

At the New York City Hospital each 
surgical staff is on General Duty for a 
part of the year but each staff has a 
Special Assignment for the entire year, 
both in the Hospital and in the Dis- 
pensary. Our assignment has been the 
Study of Peripheral-Vascular Diseases. 
This report represents the combined ex- 
perience of all the members of the team, 
both in and out of the Hospital during 
the past six months and is limited to 
amputations for gangrene, diabetic and/ 
or arteriosclerotic, in unselected cases. 
Statistical reports will be published else- 
where.® 

The general belief that no tourniquet 
should be applied to a diabetic or arteri- 
osclerotic extremity does not hold when 
the leg is refrigerated. 

Our patients represent the group 
found in any active municipal hospital 
of the largest cities; senile, emaciated, 
dirty, with the usual diseases of these 
unfortunate people; forlorn, discour- 
aged, mostly unemployed, often friend- 
less and sometimes with no incentive 
to live. 

The actual cause of the gangrene may 
be of lesser importance than the rest 
of the pathology and it is of paramount 
importance to see that the patient is in 
his best possible condition before oper- 
ating. Rarely it is urgent to amputate 
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at once to relieve the patient of his infec- 
tion and improve the general condition 
afterward. A good rule to follow is 
never to neglect the patient as a whole 
to treat only the local condition. Too 
often patients are held in the medical 
wards, not only when there is no im- 
provement, but when there is actually 
a progression of the gangrene. There 
are fewer errors made by anticipatory 
operations than by the procrastination 
of the metabolic service. 

Of the series of 43 amputations there 
were 5 deaths in the first 13, a mortality 
of 40% but 4 of these patients died of 
conditions not directly associated with 
the operation or anesthesia. These we 
term institutional, not post-operative, 
deaths. The other 1 was due partly to 
our inexperience. The general condition 
was poor and a low amputation of the 
leg was performed as a palliative pro- 
cedure for an infected foot; but the in- 
fection soon involved the stump and the 
part was refrigerated, without a tour- 
niquet, in the hope that the infection 
could be controlled enough to amputate 
in the thigh. The patient died in his 
sleep, the night before the scheduled 
operation. 1 death occurred in the next 
30 cases, a mortality of 344%. 6 deaths 
in the entire series makes a grand total 
of 14% mortality. We might try to offer 
an excuse for the 1 death in 30 opera- 
tions because the patient refused our 
advice until he was septic and in great 
pain. Comparing this series with previ- 
ous experiences, and appreciating that 
these cases were unselected, the result 
is an improvement. The ages ranged 
from 49 to 88. 

In the routine preparation of the pa- 
tients, every indicated test is made to 
evaluate the true physical state and 
surgery is undertaken only when there 
is better than an outside chance for im- 
provement. Further experience with 
this procedure will be invaluable. 
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DETAILED TECHNIQUE 


When the site for the saw line is de- 
termined the part where the tourniquet 
is to be placed is surrounded by ice bags. 





i 


1. The extremity resting on a rubber sheeting 
showing the 3 levels the proximal, representing the 
tourniquet site, the middle, the saw line level and 
the distal, the proposed stump end. Ice bags surround 
the tourniquet level as a means of numbing the 
structures before the tourniquet is applied. 


This should be far enough away from 
the operative field to allow the surgeon 
freedom of motion: usually two or three 
inches. The ice bags chill the part suffi- 
ciently so that the tourniquet may be 
applied with the minimum of discomfort 
to the patient. The application of the 
tourniquet is the most important part of 
the technique. A gum rubber tubing, 14” 
wide, encircles the extremity, tight 
enough to cut off all circulation placing 
a double thickness but only a single 
width. There must be no folding of the 
skin, such as a pinching. The clamp 
fixes the tube in such a way that the 
instrument does not come in contact with 
the skin. Refrigeration is begun imme- 
diately. 


If the operation is to be below the 
knee and the patient is strong enough 
to sit on the side of the bed or up in a 
chair, the foot and leg are placed in a 
pail of ice and water in such a way that 
the ice water is 2 inches proximal to the 
tourniquet. An hour and a half to two 
hours is sufficient for a complete anes- 
thesia. A test for anesthesia can be 
made by inserting a needle into the larg- 





REFRIGERATION ANESTHESIA 127 


est nerves: If the desired anesthesia has 
been obtained no sensation is felt by 
the patient. 

If the amputation is to be above the 
knee, we cannot use the pail of ice water. 


2. When patient is able to sit up in a wheel chair 
the foot and leg are placed in a tall pail of icy water, 
immediately after the tourniquet is applied. The 
pail may be bandaged to the foot piece of the chair 
and the patient continues Refrigeration until he is 
placed on the operating table. 


The site of the saw line is determined, 
the tourniquet is applied above and the 
extremity packed in cracked ice or snow 
ice from 2 inches proximal to the tour- 
niquet. Rubber sheeting is placed to 
protect the bed and to envelop the part 
which is encased in ice. In order to allow 
the water to drain a pail is placed at the 
foot of the bed. The extremity must be 
constantly chilled and ice must be added 
as required. The temperature of ice 
water and of the skin packed in ice is 
about 5 degrees Centigrade. The best 
time of exposure for the average thigh 
operation has been found to be two hours 
and a half. In an old arteriosclerotiec, 
with an extreme emaciation, the time 
of refrigeration will be shorter than with 


a husky young fellow who requires an 
amputation in the mid-thigh as a result 
of a railroad accident. 

When the anesthesia is complete the 
patient is moved in his container of ice, 
to the operating room where the entire 
surgical team awaits him. There must 
be no waste of valuable time after the 
patient is ready. 

After all means of refrigeration have 
been removed the patient is moved to 
the operating table. The skin is quickly 
and gently dried and the entire field, 
including and above the tourniquet, is 
painted with iodine or tincture of zeph- 
iran. The involved foot is covered and 
wrapped in towels preparatory to the 
draping of the field. Particular care 
must be taken that the unsterile tour- 
niquet is proximal to the exposed oper- 
ative field as it will not be taken off until 
the operation is almost over. 

The surgeon selects-the type of ampu- 
tation. It is not required that the skin 
flaps hug the ligated area. Most of these 
cases reported were a modified Guillo- 
tine. If the saw line is to be the lower 
third of the thigh, a Guillotine immedi- 
ately below the patella does well, the leg 
may be quickly disarticulated through 


3. Shows the ligated extremity resting on a layer 
of cracked ice. 


the knee joint and-the involved, infected, 
malodorous part taken out of the room. 
It is then much easier to complete the 
procedure working from below, instead 
of reaching and leaning over the table 
to see what you are doing on the side 
opposite from which you are standing. 
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The patella is dissected out, posteri- 
orly, preserving the bursae. The femur 
is freed to the proposed saw line, the 
periostium prepared as desired. All 
muscles having their origin from the 
lower posterior fourth of the femur are 
left undisturbed as they will be excised 
en masse when the lower end of the bone 
is removed. Leave as. little of the muscle 
bellies in the distal end of the stump as 
possible, since muscle bellies are apt to 
slough unless the blood supply is good. 
Usually only the semimembranosus has 
enough muscle tissue to require fashion- 
ing. Fashion the bone, ligate all vessels 
recognizable, pull down the sciatic nerve 
and section it high after injecting with 
alcohol. The bone is to be sawed at a 
right angle to the line of the extremity, 
not at a right angle to the bone itself. 
If one wishes to shorten the tendons, 
now is the time to do it, ligating first 
to avoid bleeding from the tendon stump. 
After being satisfied that all the main 
vessels have been ligated, have someone 
remove the tourniquet. Free bleeding 
takes place from the small vessels and 
these must be ligated. Close stump end 
by meticulously approximating the fas- 
cia but place no sutures in the tendons. 


The accurate coaptation of the fascia, 
which was not dissected from the ten- 
dons, properly places the tendon ends. 
Suture the skin and superficial fascia. 
Use silk technique throughout for’blood 
vessels, fascia and skin. No drain is used 
unless one is certain of a break in the 
correct technique or incomplete hemos- 
tasis or a known infection. 


Can the tourniquet be applied too 
tightly? No case in this series has shown 
such a complication. It is known from 
animal experiments that a tourniquet 
applied too tightly results in ulcer, par- 
alysis and thrombosis; similar complica- 
tions might reasonably be expected in 
patients, except that the margin of 


safety is wide for the short time the part 
is constricted. Unusually careful appli- 
cation of the tourniquet is the best in- 
surance against such grave complica- 
tions. 

At the conclusion of the operation the 
lightest of dressings is applied and the 
stump is placed in a plaster of paris 
gutter splint with an ice bag at the end 
and one on either side, making sure there 
is no pressure. The ice bags are held in 
place two, three or more days, depend- 
ing upon the conditions of the flaps. The 
postoperative refrigeration limits the 
edema and keeps the part free of pain. 
Actually within a few minutes after the 
application of the tourniquet through 
the entire preoperative, operative and 
postoperative stages there is no discom- 
fort. There is no indication for sedation. 

No tissue is frozen. Not even the skin 
is firm as it is when ethyl chloride is 
sprayed on it; the blood is fluid. When 
the tourniquet is removed oozing shows 
the location of blood vessels which might 
be too small to recognize otherwise. The 
temperature in the depth of the tissues 
is not known as we have no instrument 
such as a thermo-couple. 

We do not know the pressure neces- 
sary to shut off the circulation but a 
manufacturer making sphygmometers 
has been requested to make an apparatus 
for this purpose with the constricting 
ban no wider than the gum rubber tube, 
which is 14”. 

Healing is slower than with other 
methods and depends directly on the 
length of time reduced temperatures 
were used. Sutures are removed on the 
10th to 12th day. If a hematoma devel- 
ops, prompt drainage is established and 
the part is kept at a temperature of 15 
degrees Centigrade a little longer. If 
there is a marked arteriosclerosis the 
part is allowed to return to a normal 
temperature more slowly.than with a 
better circulation. 
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What are the benefits to be derived 
from refrigeration anesthesia? Lives 
are saved. There is no evidence of shock 
during the period of reduced temper- 
ature before, during, and after the oper- 
ation. The pulse and blood pressure are 
not disturbed. If the surgical technique 
was faulty, allowing postoperative bleed- 
ing from incomplete hemostasis, or 
pieces of tissue that might slough al- 


lowed to remain, there may be a degree- 


of delayed shock. That would be the 
fault of the operator, not the anesthetic 
method. There can be no growth of 
organisms at a temperature of 5 to 15 
degrees Centigrade. There is no reason 
for haste. The anesthesia lasts an hour 
or more if the room is not warm but if 
there is an increased temperature, there 
may be a pricking sensation when the 
needles are used to suture the skin. In 
hot weather this possibility should be 
anticipated by placing ice bags about 
the extremity well above the tourniquet 
just before the operation. 

Our pathologist, Dr. James Lisa, re- 
ports that a study of all the legs re- 
moved shows there is no microscopic 
change in any of the tissues as a result 
of the refrigeration or the ligation, 
especial attention being paid to the con- 
dition of the blood vessels. 


What other indications are there for 
this method of anesthesia beside the re- 
moval of gangrenous parts? 

1. In industrial and railroad accidents 
and for the control or prevention of 
infection. 


2. In active warfare. A man may have 
his leg shot to pieces demanding removal 
at the earliest possible moment. If ice is 
available, the part could be packed im- 
mediately, and the tourniquet applied, 
controlling all hemorrhage, relieving 
him of all pain, and ending the under- 
lying causes of shock. Any trailer, mo- 
bile unit has enough electricity to manu- 


facture ice: 2 or 3 pailfuls will suffice. 
If no ice is obtainable, the first army 
surgeon to examine the soldier could de- 
termine the probable site of amputation, 
then place a tourniquet immediately 
distal to the end of the proposed stump 
and send him on his way. The patient 
would be relieved and could be trans- 
ported for hours, if necessary. This 
tourniquet should not be removed if in 
place for many hours as the toxins de- 
veloped at body temperature below this 
line might be sufficient to kill the host 
when absorbed. When the man reaches 
the hospital a second tourniquet would 
be applied as previously described and 
the entire extremity packed in ice for 


4, The portable electric refrigerator which is 
thermostatically controlled. Used instead of cracked 
ice. 


the time necessary for complete surgical 
anesthesia. The original tourniquet will 
shut off the lymph circulation as well as 
the blood and if the gas and/or tetanus 
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The patella is dissected out, posteri- 
orly, preserving the bursae. The femur 
is freed to the proposed saw line, the 
periostium prepared as desired. All 
muscles having their origin from the 
lower posterior fourth of the femur are 
left undisturbed as they will be excised 
en masse when the lower end of the bone 
is removed. Leave as little of the muscle 
bellies in the distal end of the stump as 
possible, since muscle bellies are apt to 
slough unless the blood supply is good. 
Usually only the semimembranosus has 
enough muscle tissue to require fashion- 
ing. Fashion the bone, ligate all vessels 
recognizable, pull down the sciatic nerve 
and section it high after injecting with 
alcohol. The bone is to be sawed at a 
right angle to the line of the extremity, 
not at a right angle to the bone itself. 
If one wishes to shorten the tendons, 
now is the time to do it, ligating first 
to avoid bleeding from the tendon stump. 
After being satisfied that all the main 
vessels have been ligated, have someone 
remove the tourniquet. Free bleeding 
takes place from the small vessels and 
these must be ligated. Close stump end 
by meticulously approximating the fas- 
cia but place no sutures in the tendons. 


The accurate coaptation of the fascia, 
which was not dissected from the ten- 
dons, properly places the tendon ends. 
Suture the skin and superficial fascia. 
Use silk technique throughout for’blood 
vessels, fascia and skin. No drain is used 
unless one is certain of a break in the 
correct technique or incomplete hemos- 
tasis or a known infection. 


Can the tourniquet be applied too 
tightly? No case in this series has shown 
such a complication. It is known from 
animal experiments that a tourniquet 
applied too tightly results in ulcer, par- 
alysis and thrombosis; similar complica- 
tions might reasonably be expected in 
patients, except that the margin of 


safety is wide for the short time the part 
is constricted. Unusually careful appli- 
cation of the tourniquet is the best in- 
surance against such grave complica- 
tions. 

At the conclusion of the operation the 
lightest of dressings is applied and the 
stump is placed in a plaster of paris 
gutter splint with an ice bag at the end 
and one on either side, making sure there 
is no pressure. The ice bags are held in 
place two, three or more days, depend- 
ing upon the conditions of the flaps. The 
postoperative refrigeration limits the 
edema and keeps the part free of pain. 
Actually within a few minutes after the 
application of the tourniquet through 
the entire preoperative, operative and 
postoperative stages there is no discom- 
fort. There is no indication for sedation. 

No tissue is frozen. Not even the skin 
is firm as it is when ethyl chloride is 
sprayed on it; the blood is fluid. When 
the tourniquet is removed oozing shows 
the location of blood vessels which might 
be too small to recognize otherwise. The 
temperature in the depth of the tissues 
is not known as we have no instrument 
such as a thermo-couple. 

We do not know the pressure neces- 
sary to shut off the circulation but a 
manufacturer making sphygmometers 
has been requested to make an apparatus 
for this purpose with the constricting 
ban no wider than the gum rubber tube, 
which is 14”. 

Healing is slower than with other 
methods and depends directly on the 
length of time reduced temperatures 
were used. Sutures are removed on the 
10th to 12th day. If a hematoma devel- 
ops, prompt drainage is established and 
the part is kept at a temperature of 15 
degrees Centigrade a little longer. If 
there is a marked arteriosclerosis the 
part is allowed to return to a normal 
temperature more slowly than with a 
better circulation. 
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What are the benefits to be derived 
from refrigeration anesthesia? Lives 
are saved. There is no evidence of shock 
during the period of reduced temper- 
ature before, during, and after the oper- 
ation. The pulse and blood pressure are 
not disturbed. If the surgical technique 
was faulty, allowing postoperative bleed- 
ing from incomplete hemostasis, or 
pieces of tissue that might slough al- 


lowed to remain, there may be a degree’ 


of delayed shock. That would be the 
fault of the operator, not the anesthetic 
method. There can be no growth of 
organisms at a temperature of 5 to 15 
degrees Centigrade. There is no reason 
for haste. The anesthesia lasts an hour 
or more if the room is not warm but if 
there is an increased temperature, there 
may be a pricking sensation when the 
needles are used to suture the skin. In 
hot weather this possibility should be 
anticipated by placing ice bags about 
the extremity well above the tourniquet 
just before the operation. 

Our pathologist, Dr. James Lisa, re- 
ports that a study of all the legs re- 
moved shows there is no microscopic 
change in any of the tissues as a result 
of the refrigeration or the ligation, 
especial attention being paid to the con- 
dition of the blood vessels. 

What other indications are there for 
this method of anesthesia beside the re- 
moval of gangrenous parts? 


1. In industrial and railroad accidents 
and for the control or prevention of 
infection. 


2. In active warfare. A man may have 
his leg shot to pieces demanding removal 
at the earliest possible moment. If ice is 
available, the part could be packed im- 
mediately, and the tourniquet applied, 
controlling all hemorrhage, relieving 
him of all pain, and ending the under- 
lying causes of shock. Any trailer, mo- 
bile unit has enough electricity to manu- 


facture ice: 2 or 3 pailfuls will suffice. 
If no ice is obtainable, the first army 
surgeon to examine the soldier could de- 
termine the probable site of amputation, 
then place a tourniquet immediately 
distal to the end of the proposed stump 
and send him on his way. The patient 
would be relieved and could be trans- 
ported for hours, if necessary. This 
tourniquet should not be removed if in 
place for many hours as the toxins de- 
veloped at body temperature below this 
line might be sufficient to kill the host 
when absorbed. When the man reaches 
the hospital a second tourniquet would 
be applied as previously described and 
the entire extremity packed in ice for 


4. The portable electric refrigerator which is 
thermostatically controlled. Used instead of cracked 
ice. 


the time necessary for complete surgical 
anesthesia. The original tourniquet will 
shut off the lymph circulation as well as 
the blood and if the gas and/or tetanus 
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organisms develop in the wound they 
cannot pass the barrier. In naval war- 
fare, ice would be obtainable on board 
ship and without delay. 















5. A ease illustrating the scar and stump after 
complete healing. 


There is an electrical refrigerator 
made for this purpose, which weighs 
about 200 pounds and is portable, requir- 
ing only to be plugged into the circuit. 
It does away with the bother of cracked 
ice or ice water. 

Our experience is limited to a few 
cases but with time and familiarizing 
ourselves with the various modalities, 
we expect to broaden the field of indica- 
tions for its use with reduced temper- 
atures. 

SUMMARY 


A series of amputations for gangrene, 
using cracked ice, snow ice, or ice water 
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ficial extension of pus upward; 












as the only means of anesthesia, is re- 
ported. 


The operation is performed in a blood- 


less and shockless field. 








6. Infection of leg including knee joint; super- 
gluteal abscess; 
patient moribund. Amputation above knee, drainage, 
recovery under refrigeration. 





The patient has no postoperative 
shock, no pain, little or no chance of 
infection. 

Other fields of usefulness: industrial 
and railroad accident cases in which 
amputation is necessary; and gun shot 
wounds in time of war. 

The simplification of technique by the 
use of a specially made electric refriger- 
ator is noted. 

Mortality has been reduced to 344% 
in the last 30 cases. 


REFERENCES 

1. Fay, T., and Smith, G. W., Arch. Neurol. & Psychiat. 
45: 215-222, 1941. 

2. Allen, F. M., Tr. A. Am. Physicians 52: 189-194, 1937; 
Am. J. Surg. 52: 225-237, 1941. 

3. Allen, F. M., Surg., Gynec. & Obst. 67: 746-751, 1938: 
Am. J. Surg. 459-464, 1939. 

4. Fay, T., Smith, L. W., McCravy, A., Whittemore, W. 
L., Lisa, J. R. and Sauer, P. K., Symposium, New York 
State J. Med. 40: No. 18, 19 and 21, 1940. 

5. Allen, F. M., Crossman, L. W., Hurley, V., Ruggiero, 
W., Archives of Surgery—to be published. 


RESUME 

Une serie d’amputations pour gan- 
gréne dans lesquelles on employa de la 
glace, de la neige congelée ou de ]’eau 
glacée comme seul anesthésique est 
décrite par les auteurs. L’opération 
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s’effectue dans un champ opératoire ex- 
sangue et non-choqué. 

Il n’y dans ces opérations aucun choc 
post-opératoire aucune douleur, peu ou 
pas de dangers d’infection. 

Ce procédé d’anesthésie peut étre 
utilisé dans la chirurgie des accidents 
industriels, ainsi que dans celle des acci- 
dents de chemin-de-fer et aussi pour les 
blessures de guerre par armes a feu. 

La technique est simplifiée par 1’em- 
ploi d’un appareil frigorifique electrique 
décrit par les rapporteurs. 

Dans leurs derniers trente cas, la 
mortalité opératoire fut abaissée nota- 
blement. 


RESUMEN 


Técnica de la anestesia por medio de 
la refrigeracién. Apliquese el torni- 
quete, para interrumpir toda circulacién, 
cinco centimetros arriba del sitio donde 
se haya de hacer la incisién para la 
amputacion. Si ésta se va a efectuar 
abajo de la rodilla, se colocan el pie y la 
pierna en un recipiente con hielo picado 
y agua; esta tiltima ha de llegar hasta 
cinco centimetros arriba del torniquete. 
De lo contrario, se aplica hielo picado 


envuelto en tela impermeable, a la ex- 
tremidad. En un tiempo maximo de dos 
horas y media se obtiene anestesia total. 
La amputacion baja en la pierna de un 
paciente arterioescleroso, emaciado re- 
quiere menos anestesia que un joven 
vigoroso que padecié algtin accidente y a 
quien es preciso amputarle la extremidad 
en el tercio medio del muslo. El paciente 
no advierte cuando se cortan los nervios 
ni el, hueso, y no se necesita inyectar los 
nervios con alcohol ni novocaina. Se 
tapan con algodon los oidos del paciente 
para.que no oiga lo que se esta haciendo. 
Para ligaduras y suturas se emplea la 
seda, y no se dejan tubos de desagiie. 

No hay choque postoperatorio, y si 
fuere necesario se puede operar a un 
paciente en estado de choque. Después 
de que se aplica el torniquete, no causa 
dolor el hielo. No hay dolor postoper- 
atorio, ya que el mufén se rodea con 
bolsas de hielo. La herida cicatriza por 
primera intencién en cosa de 14 6 16 
dias. Las puntadas se quitan en el déci- 
mocuarto o décimosexto dia. 

En la hora presente empleamos un 
refrigerador eléctrico, portatil, con reg- 
ulador termostatico. 








HOTEL RESERVATIONS FOR DENVER MEETING 

In view of the great demand for reservations for the 
Denver Assembly, July 15-July 18, please make your 
reservations promptly. Address: Dr. Dean W. Hodges, 
Republie Building, Denver, Colorado. 
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SUMMARY 


The authors stress the impor- 
tance of the réle played by epidem- 
ics in warfare. Hygienic measures 
and a knowledge of the problems 
involved are of paramount impor- 
tance in avoiding this most im- 
portant etiologic factor. They con- 
clude that more deaths are caused 
by epidemics than by wounds. The 
remedy: hygienic measures. 











las naciones durante época de guerra, 

como la presente, tiene caracteres — 
especiales desde el punto de vista sanitario, 
que afectan tanto a los paises beligerantes 
como a los no beligerantes, y entre. las modi- 
ficaciones mas intensas se cuentan las de la 
salud de los habitantes durante el conflicto 
armado y después de él. 

El Departamento de Salubridad Pitblica 
de México tiene especial interés en conocer 
las valiosas opiniones de los concurrentes a 
este Congreso, porque su programa es esen- 
cialmente de prevencién y las ensefianzas y 
experiencias que aqui se traigan servirdn para 
la proteecién de nuestro pueblo contra la 
enfermedad. 

Aun cuando estamos en paz y deseamos 
conservarla, no estamos exentos de vernos 
afectados por las condiciones que impone la 
guerra y por enfermedades transmisibles que, 
como es bien sabido, se exacerban en dicho 
tiempo y producen brotes epidémicos y 
epidemias. 


| A situacién en que se encuentran todas 


“Presented at the International Assembly of the 
International College of Surgeons, Mexico, D.F., 
August, 1941. 
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Ademas, si se toman en cuenta los cambios 
tan mareados que produce el estado de guerra 
en la vida humana, se comprendera que tanto 
los padecimientos transmisibles como los no 
transmisibles se incrementan en ntmero de 
casos y en su gravedad en tales épocas. 

Las estadisticas acusan claramente que el 
aumento no solamente corresponde al tiempo 
de guerra, sino que es notable la intensidad 
morbigena en los meses y anos de la post- 
guerra, y que abarea al mismo tiempo al 
ejército y a la poblacién civil. 


Histéricamente la mortalidad por epidemias 
fué mucho mayor que la debida a las armas 
hasta el siglo XIX; entonces se calcul6é que 
por cada ocho soldados que morian por enfer- 
medades infecciosas fallecia uno en combate. 


En la guerra-de 1914 a 1918, la proporcién 
fué de 2 a 1, es decir, por cada dos fallecimi- 
entos por enfermedades transmisibles, hubo 
una muerte por heridas de guerra. 


La poblacién civil sufre tanto, que sin 
insistir en el aspecto militar que personas 
capacitadas trataréan y que a nosotros no 
corresponde, es notoria la gran cantidad de 
muertes que en ella causan las epidemias en 
época bélica. 

La de gripe que siguié a la conflagracién 
mundial anterior, produjo veinte millones 


de muertos en su pandemia, de los cuales ° 


quince millones de defunciones correspon- 
dieron al Asia, dos millones a Europa y un 
mill6én, respectivamente, a los continentes de 
América, Africa y Oceania; en cambio se 
caleula que en la guerra murieron diez 
millones de combatientes. 

Nuestro trabajo fundamentalmente se 
refiere a la poblacién civil de una nacién no 
beligerante y esta dividido en dos partes, la 
primera se refiere al conocimiento de las 
enfermedades transmisibles que aumentan en 
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época de guerra y la segunda a las medidas 
de prevencién que deben adoptarse. 

El orden en que revisaremos brevemente 
las influencias patolégicas sobre. la» peblacion, 
es el natural en la presentacién de los padeci- 
mientos en las épocas de guerra. 

Probablemente los primeros y casi inadver- 
tidos perjuicios son los causados por las defi- 
ciencias de aliméntacién. La carestia de los 
articulos de primera necesidad y la escasez 
de muchos de éllos aparecen tempranamente 
y continfian agravandose hasta mucho tiempo 
después de que finaliza la tragedia en los 
campos de batalla. Como resultado se prepara 
el terreno para el desarrollo de las enferme- 
dades y su mayor gravedad. 

Si la nutricién ya es defectuosa de ordinario 
y se necesita que sea intensa la educacién 
higiénica acerea de cuales son los mejores 
alimentos, su preparacién y su consumo, en 
tiempos de anormalidad es esencial la cam- 
paia en favor de la alimentacién correcta. 

Toca a los médicos y a las oficinas de 
salubridad, insistir en la importancia de los 
nuevos conocimientos sobre nutricién. Basado 
en ello podra dar ayuda efectiva a las famil- 
ias para que gasten bien el dinero destinado 
alos alimentos. En México, donde el consumo 
de maiz y frijol es el basico, no subira el costo 
si se logra que las verduras se cultiven 
abundantemente en las propias casas, como 
se cuidan las flores; si el dinero para dulces 
y condimentos se destina a frutas y se des- 
pierta el interés en la erfa de aves de corral, 
para que sus productos se afiadan a la racién 
diaria. 

La ensefianza de procedimientos de coccién 
de las verduras de tal manera que se utilicen 
todos los minerales, es otra forma de mejorar 
luego la alimentacién. 

En conexién con ésto es urgente la cooper- 
acién de varias instituciones oficiales para 
difundir buenos métodos agricolas y la regla- 
mentacién de los precios de alimentos indis- 
pensables para la vida sana. 


Por otra parte, los problemas de ciertos 
alimentos, como la leche, unen lo referente a 
sus cuilidades para la nutricién, con su im- 
portancia como factores de brotes epidémicos 
de enfermedades transmisibles. 

Los problemas de saneamiento de la leche, 
carne, agua, y en general los del medio, se 





agudizan en tiempos de guerra, por los 
translados de grupos humanos, las aglomer- 
aciones y la promiscuidad resultantes. En 
estos Ultimos afios no ha habido nacién que 
no haya. pedido a sus instituciones sanitarias 
intervencién rapida para el arreglo de casas, 
campamentos y refugios, a fin de evitar que 
se produzcan epidemias, que podemos llamar 
con justicia, de guerra, puesto que a ella se 
deben y son completamente anormales en la 


‘ vida social. 


La fiebre tifoidea y las disenterias, el tifo 
y la fiebre recurrente, la peste y el paludismo, 
esperan las condiciones que favorezean su 
paso al tipo epidémico. La viruela, el saram- 
pién y la escarlatina también emenazan a los 
pueblos como resultado de la guerra. La 
reunion de grupos de j6venes para adiestra- 
miento militar, conduce al aumento de la 
tuberculosis, y los orejones, la meningitis 
cerebro-espinal y, sobre todo, las enfer- 
medades venéreas, hacen su aparicién. 

Las neumonias y la terrible influenza han 
causado grandes destrozos en las guerras y 
quedan como causas importantes de muerte 
durante muchos aiios. 

Las enfermedades que hemos citado como 
productores de epidemias de guerra no son 
males nuevos ni desconocidos; desgraciada- 
mente son compafieras diarias de la vida 
nacional; pero eso indica precisamente la 
importancia de su prevencién y dominio. 

En algunos paises, donde ya casi no tienen 
fiebre tifoidea, donde casi desconocen la dif- 
teria y donde se ha nulificado el tifo, oeurren 
en las guerras aumentos de importancia, no 
entre los ejérecitos cuyos elementos estén in- 
munizados 0 poseen medios de prevencién, 
sino en los no combatientes. En otros con 
menos recursos higiénicos, las epidemias son 
una amenaza gravisima y deben tomarse las 
medidas necesarias para evitarlas. 


Los recursos de la higiene y de la medicina 
preventiva son conocidos, y solo se requiere 
sistematizar su aplicacién, pero tal cosa no 
puede lograrse sin el conocimiento previo de 
cuaéles son las amenazas. 

Debe recordarse lo referente a las enfer- 
medades mentales, verdadera carga de la vida 
moderna que impone grandes problemas a 
los seres humanos, y que se agudiza en las 
cireunstaneias de anormalidad de la guerra. 
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Los médicos tenemos, pues, en las circun- 
stancias que nos ocupan, un papel de trascen- 


dencia. La solidaridad y cooperaci6n entre 
los grupos que velan por la salud de los civiles 
y de los militares, es un primer paso hacia el 
programa de prevencién de los padecimientos 
fisicos y mentales, hacia el fortalecimiento de 
los seres humanos mediante wna buena ali- 
mentaci6n, el desarrollo de su resistencia por 
los recursos de inmunizacién y su defensa 
por medidas de higiene personaly saneami- 
ento del medio. 

Ademas, para la prevencién son impor- 
tantes el catastro de hospitales y de sus re- 
cursos; el censo de médicos, enfermeras, etc., 
y el conocimiento de los medicamentos con 
que se pueda contar para la asistencia médica. 

A pesar de lo breve co "es este resumen 
y de la falta de experiencia: nacional respecto 
a las epidemias de guerra, que pudiera servir- 
nos de guia y orientacién, podemos considerar 
que el sacudimiento social destructor debe 
ser tomado en cuenta en nuestro Pais como 
factor de alteracién de las condiciones sani- 
terias. 

La prevencién de las epidemias se obtiene 
por educacién general sobre los recursos actu- 
ales de la medicina preventiva, por el empleo 





de los medios sanitarios para la inmunizacién 
en gran escala; por el correcto aprovisiona- 
miento de agua, de alimentos, su consumo 
adecuado, y por la asistencia médica oportuna 
de quienes enfermen. 

Es posible evitar las epidemias de guerra 
y, mas todavia, es posible lograr en forma 
real que al llegar la paz, se encuentren, en los 
pueblos que sepan prepararse, individuos 
vigorosos que se dediquen a la reconstruccion. 


RESUMEN 


Los AA. dicen la importancia higien- 
ica de las condiciones de guerra apoy- 
andose en el hecho que mas mueren de 
epidemias que de heridas i recalean la 
importancia de una organizacion sani- 
taria. 


RESUME 


Les AA. disent l’importance higien- 
ique des conditions de guerre notant le 
fait que plis de decés sont causés par les 
épidemies que par les blessures et soulig- 
nent l’importance d’une organisation 
sanitaire eficace. 





of the United States Chapter. 





PROPOSED AMENDMENT TO THE CONSTITUTION AND 
BY-LAWS UNITED STATES CHAPTER— 
INTERNATIONAL COLLEGE OF SURGEONS 


It is proposed to eliminate Article 4 of the present constitution and by-laws on Page 19, 
and substitute therefor the following Article 4. 


REGENTS. Shall be those selected by the Executive Council to direct the scientific activities 


1. NATIONAL REGENTS, one for each Specialty, shall be those who have been appointed 
national heads of their respective Specialty in the United States of America. Their selection 
shall be dictated solely by merit and distinction. They shall be appointed for a term of two 
years by the Executive Council. They are eligible for re-appointment. 

The National Regents shall serve on the Board of Governors. 


2. STATE REGENTS, one from each state, shall be those who are representative of the best 
thought and traditions of surgery in their own state. They shall be appointed by the Execu- 
tive Council for a term of two years. They are eligible for re-appointment. 

The State Regents shall be heads of the units in their respective states and shall maintain 
the standards, integrate the activities and promote the general welfare of the Chapter in 
the territory under their jurisdiction. They shall be consulted in the investigation and 
examination of applicants from their state. They shall also serve on the Board of Governors. 


















én 
la- 
mo 
na 


ra 
ma 
los 
10S 
on. 


on- 
y- 
de 

la 


ni- 


en- 

le 
les 
ig- 
ion 








Objectives in Surgery of the Biliary Tract* 





FRED M. DOUGLASS, M.D., F.A.C.S., F.1.C.S. 
TOLEDO, OHIO 


URGERY is constantly setting a 
S higher ‘goal for itself. Not so long 
ago it was considered almost enough 
to prevent death, abolish pain, and mini- 
mize disability. Today these are only the 
starting considerations. Beyond them we 
seek to establish the conditions that make 
it possible for our patients to lead nor- 
mal lives. 

More and more today, surgery aims at 
nothing less than health itself. This is 
the ultimate goal. Beyond it we cannot 
go. 

Surgeons are kept so busy applying 
current knowledge and seeking new 
knowledge that they do not always stop 


to evaluate the reasons why their work is © 


constantly improving. 

Someone has said that whenever we 
hitch our wagon to a star, we must ex- 
pect to be pulled up. Surgery has hitched 
its wagon so firmly to the star of func- 
tional health, that we are all being pulled 
up to new levels of achievement. 

We must note that in the affairs of the 
human body, the surgeon tends more and 
more to pass from the role of arbitration 
to the role of conciliation. Our work does 
not stop with the elimination of a dis- 
turbing factor. We go on to the much 
more delicate task of preserving or cre- 
ating the harmonious balance that we 
call health. 

It is my privilege today to discuss 
some aspects of the problem of biliary 
disease in the light of the new concept. 

In other presentations on this subject, 
my associates and I have repeatedly tes- 





*Presented at the Third International Assembly of 
the International College of Surgeons held in Mexico 
City, August, 1941. 


tified to the growth of the new outlook 
in this particular field. 

Since 1932! we have based all our work 
on the theory that a specific condition of 
biliary disease ought not be treated by 
itself. We maintain that the outlook in 
any situation of biliary disease requires 
a consideration of all the related parts 
of the biliary system. 

In this view the gall bladder, the liver, 
the ducts and the pancreas are not sepa- 
rate parts, but a related system in which 
the fortunes of health and disease are 
shared to some degree. The elimination 
of a disturbing factor is followed by a 
measure to compensate for lost func- 
tions, to protect the remaining parts 
against new pathology, and to make the 
most of every opportunity to banish in- 
fection from the whole biliary system. 


Our presentation today is based upon 
a review of 2549 cases of biliary tract 
disease over a period of more than 25 
years. It includes a group of 209 com- 
mon duct obstruction cases, reviewed 
before the Ohio State Medical Associa- 
tion in 1939;? an additional group of 36 
later cases reviewed before the South- 
eastern Surgical Congress* in March, 
1941, and, finally, 47 new cases which 
have been added to our study files since 
January of this year. 

Every new group of cases since the 
1939 presentation has been used to test 
the validity of our original conclusions, 


-and we are more than ever convinced 


that adequate surgery in the biliary tract 
involves four major issues. 

As we see them, these issues in the 
order of their importance are as follows: 
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First: The removal of obstruction 
within the ducts. 

Second: The treatment and manage- 
ment of infection within the biliary tract 
and its surroundings. 

Third: The establishment of a free 
drainage of bile into the intestinal tract. 

Fourth: Management to prevent a re- 
currence of the original disease. 

It may well be that the first and second 
points are not separate issues, but parts 
of the same issue. For the sake of em- 
phasis it can do no harm to give them 
separate listing. 

All the issues named are implied by 
one broad concept which defines our 
policy and which we can state in the fol- 
lowing terms : 

Adequate surgery in biliary disease 
involves the management and correction 
of the pathology, with special attention 
to the consideration of residual infection 
within the liver. Long drainage of the 
common duct is the only approach to the 
problem of residual infection. 

Glancing in a general way at our 
earlier reports on biliary surgery (cov- 
ered in other publications), we may note 
the supplementary conclusions : 

First, that a policy of early operation 
as a preventive of duct infections and 
stones and other obstructions is to be 
favored. 

Second, that experience indicates a 
more general use of radiopaque solutions 
as a study medium prior to the removal 
of drains... 

Third, that facts collected in such 
studies are indices to procedure and need 
to be examined most carefully. 

All these are useful guides in reducing 
the morbidity rate and the ratio of cases 
presenting recurring symptoms. 

On the use of radiopaque substances, 
in biliary work, we refer interested col- 
leagues to published material noting the 
observations of Cotte,* Mallet-Guy, 
Beaupere,® Overholt® and many others. 


Our preference in choosing a radi- 
opaque substance is brominol, a bromin- 
ized olive oil, which we use in portions 
of 20 cubic centimeters 10 or 12 days af- 
ter operation, allowing a gravity flow 
through the tube into the ducts under 
fluoroscopic control. 


THE REMOVAL OF OBSTRUCTIONS 


We begin by fitting the operation to 
the patient, not the patient to the opera- 
tion. 

Kach case has its own peculiar quirks 
of pathology. The case history, personal 
examination, and the laboratory findings 
will suggest the type of operation to be 
used. 

Then the patient himself is prepared 
for surgery. Fluids are given in gener- 
ous portions by mouth and intraven- 
ously. The ill and jaundiced patient is 
given blood transfusions before surgery, 
and orders are left for other transfu- 
sions after the operation. 

Observing Stewart’s® testimony on the 
frequent reductions of the plasma pro- 
thrombin in obstructive jaundice and his 
comments on the stubborn prothrombin 
deficiency to be seen in severe liver dam- 
age and chronic sepsis, we give bile and 
vitamin K by mouth. 

We take satisfaction in a low level of 
hemorrhage incidence. This is an effect 
obtained by conserving the bile and 
directing it back by rectal tube or nasal 
tube, and then by clamping the T-tube, 
thereby directing the bile flow into the 
intestinal tract. 

We may note that two bleeding deaths 
occurred before this technique was em- 


ployed. Since then, three bleeding cases 


have progressed to recovery. 

The pathology will require an ade- 
quate exposure of the gall bladder and 
ducts. The surgeon must be watchful for 
abnormalities. The cystic ducts and ar- 
teries and the hepatic ducts and arteries 





SURGERY OF THE BILIARY TRACT 


vary in their relation to the common 
duct. 

Where errors cannot be undone, it is 
best to avoid them, and we make no ex- 
ception to the rule of verifying the iden- 
tity of each duct and artery as it comes 
into view. 

We have found it best to open a dilated 
common duct near the duodenum and es- 
tablish its patency. The virtue of this 
method may be seen in the fact that we 
recovered stones or gravel from 41 of 51 
ducts opened in spite of the fact that 
stones had not been palpable. 


THE CARE OF INFECTION 


Morbidity has been reduced in severe 
hepatitis through our policy of draining 
the common duct for a long’ period. 

We take it as a fact gleaned from long 
observation that dilatation of the liver 
radicals is to be expected among patients 
with a long history. Conversely, we ob- 
serve that the establishment of adequate 
drainage will lead to a gradual reduction 
of dilatation in the radicals. 

Let us note: first, that a third of the 
patients in our series came to us with a 
10 year history of symptoms. 

Second, that reduced dilatation re- 
sulted from suitable drainage. 

Third, that significant conclusions are 
to be drawn from a comparison of cures 
after common duct drainage and cures 
after cholecystectomy without drainage. 

Finally, that chronic liver infection or 
an overlooked stone were the real cause 
of suffering among patients who had not 
received drainage and who were re- 
turned to us with symptoms described as 
‘residual hepatitis,’’ ‘‘chronic pancre- 
atitis,’’ and ‘‘spastic bowel.’’ 


ESTABLISHING THE FREE FLOW OF BILE INTO 
THE BOWEL 


The guiding principle, never to be 
overlooked, is this: A permanent and 
rapid re-establishment of the bile flow 


into the bowel must be obtained. 

It is decidedly important to establish 
the patency of the ampula of Vater. 

The presence of gravel or thick bile in 
the duct is an indication for saline irriga- 
tions of the hepatic ducts and the com- 
mon ducts. 

Small particles of gravel can be 
washed into the duodenum quite readily 
by administering glucose through the T- 
tube. The success of this, however, will 
depend upon a satisfactory closure of 
the duct around the tube. 

Reference should be made here to the 
recent reports of D. MacDonald” on the 
cleansing of biliary ducts and the appli- 
cation of heat under thermostatic con- 
trols to the interior of the biliary tract. 

MacDonald agrees that cholecystec- 
tomy does not remove all the patho- 
logical changes in biliary tract disease. 
He recommends effort in selected cases 
to produce a normal duct system. 

Inflammatory conditions or injuries of 
course demand close attention. 

Repairs can be made over a Douglass? 
modification of the McArthur drain for 
delivering bile into the duodenum. 

T. E. Jones'! has reported the use of 
a T-tube to simplfy common duct repairs. 

As we see it, the time factor demands 
immediate anastomosis over a tube. In 
our opinion, a pause to locate the du- 
odenal end of the common duct can be 
dispensed with. Our experience has been 
that small fibrous bands are all that re- 
main. 

At this point permit us to state our 
sovereign rule of procedure in a prob- 
lem of inflammatory obstruction. 

The rule is this: 

’ Hach case has some unique aspect and 
each case therefore must dictate the pro- 
cedure. Preconceived rules ought not be 
entertained. 

Only a short time ago, our group re- 
established the flow of bile by anastomos- 
ing the common duct to the stomach 
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over a tube. This procedure can be exe- 
cuted very rapidly. Given a mobile stom- 
ach, the suture line can be visualized 
readily and the anastomosis quickly com- 
pleted. 

The tube is extended into the duode- 
num. It will discard itself through the 
bowel after several weeks. 

The principle of this procedure was 
recently published by Horsley,!? who 
suggested bringing a tube through the 
abdominal wall near the operative in- 
cision instead of using a nasal tube. This 
was suggested to avoid annoyance to 
the patient and the possibility of post- 
pharyngeal abscess. 

A description of our technique is in 
order. 

1. The stomach is opened above the 
pylorus and a small crile hemostat is 
passed through the stomach at the site 
chosen for anastomosis. 

2. The tube is drawn through the stom- 
ach, bringing the end of the duct through 
the stomach wall approximately one- 
quarter of an inch. 

3. The anastomosis is then completed 
using interrupted chromic #0 catgut 
suture. 

4. The stomach is used only when the 
duodenum cannot be mobilized for 
anastomosis without tension. 


PREVENTING RECURRENCE 


The best approach that we have ob- 
served is a close study of the biliary 
tree, using radiopaque media. Using 
these media, we observe the rate of bile 
flow into the bowel, the degree of dila- 
tation in the liver radicals, and the de- 
gree of the patient’s comfort when the 
duct system is filled. Caution demands 
that the drain be kept in place until 
symptoms have been reduced to a mini- 
mum. When the symptoms have sub- 
sided, the tube can be clamped and the 
patient may be permitted to go about 


his work. Our patients have not objected 
to re-examination under the fluoroscope 
when we are collecting new data on 
symptoms. 

Examining our statistics on 176 cases 
studied with opaque media, we note the 
following points: 

Previous gall bladder surgery had 
been experienced by 47; cholecystostomy 
had been experienced by 18; cholecystec- 
tomy had been experienced by 15, and 
previous choledochotomy had been ex- 
perienced by 14. 

Stones were present in all but seven 
of the reoperative cases, and in every 
one of the seven we discovered common 
duct distortions caused by adhesions. 

In the reoperative group, the removal 
of adhesions and drainage of the common 
duct quieted all the symptoms. No stones 
were recovered in the second operations. 
All members of this group have re- 
mained free of symptoms. 


COMMENT 


1. Residual infection as a primary 
consideration among patients with re- 
curring symptoms has been indicated by 
comparative study. 

2. Adequate drainage can be deter- 
mined by comparisons of the biliary tree 
and the flow of bile into the bowel. 

3. The surgeon can maintain a better 
control over the patient and the compli- 
cations of biliary. disease by a careful 
study of all the factors and by using 
vitamin K in association with the pro- 
thrombin estimations. Allowance must 
be made for the apparent fact that ad- 
vancing liver damage limits prothrombin 
recovery. 

4. The experience of 29 young per- 
sons suffering from acute gall bladder 
disease illustrates the consideration of 
prothrombin recovery. All these young 
patients were persons under 20. Their 
operations were performed before sub- 
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stantial liver damage had resulted from 
infection, and all have remained free of 
postoperative symptoms. 

5. The other extreme of prothrombin 
recovery is illustrated by the group of 
patients whose symptoms from biliary 
infections range beyond a 10 year 
period. Residual complications are the 
rule in this group, almost without excep- 
tion. Where dilatation of the ducts has 
not occurred or has occurred to a minor 
degree, patients have escaped postopera- 
tive symptoms. Old cases must have long 
drainage. A maximum end result cannot 
be realized without thorough drainage of 
the common duct. 

6. When the ducts sustain accidental 
damage or display adhesions, measures 
to re-establish the bile flow into the bowel 
are imperative. 

7. Radiopaque oil was used in the 
study of 145 females and 24 males—169 
in all. The age range in this group was 
from 16 to 79 and the average age was 
52. 

8. Pain was the most constant symp- 
tom with 98 per cent occurrence rate. 
Nausea and vomiting were reported in 
95 per cent of the cases and chills in 18 
per cent. The time range of symptoms 
was from two months to 22 years and 
the average was 11 years. 

9. The number of deaths was 12. Bron- 
chopneumonia caused 4 deaths; cardiac 
conditions 3; hemorrhage 2; peritonitis 
1; pulmonary embolus 1; and liver in- 
sufficiency 1. 

10. A history of jaundice was estab- 
lished in 48 per cent of the cases. A posi- 
tive culture was noted in the ducts of 
10 per cent, 60 per cent had no growth, 
and statements were not obtained for 30 
per cent. 

11. There were 164 surviving cases. 
Of these, 6 experienced recurring symp- 
toms and submitted to re-operation with 
the result that stones were recovered 
from the common duct. The accidental 


removal of tubes at a premature time 
prevented a study of the ducts in two 
other cases. 

12. In the Anderson case, long drain- 
age was ordered after an x-ray examina- 
tion revealed a delay in the passage of 
dye into the duodenum. The tube was 
removed prematurely and symptoms 
persisted. The patient agreed to the re- 
placement of the common duct drain 
within two months, and symptoms gradu- 
ally decreased after three months of 
drainage. The tube was then clamped 
and after the patient had passed 10 com- 
fortable days, was removed. Thereafter 
patient was free from symptoms. 

13. The period of preparation can be 
shortened and the operative risk reduced 
by blood transfusions and the mainte- 
nance of water balance, bile salt adminis- 
trations with vitamin K (cholic acid) as 
advocated by Coller and Maddock. The 
same procedure is to be continued during 
the postoperative period until the liver 
function is restored. 


CONCLUSIONS 


1. A total of 292 cases of common duct 
obstruction has been reviewed. 

' 2. Study of the biliary tree was facili- 
tated in 176 cases by the use of radi- 
opaque dye. 

3. Satisfactory drainage must be pro- 
vided when an infection of the liver and 
the ducts is recognized. 

4. The presence of an overlooked 
stone or an inflammatory obstruction 
can be determined without delay if ra- 
diopaque media are used in the early 
stages of the postoperative period. 

5. No indications against the use of 
radiopaque oil have been observed. 

6. More cures in biliary disease can 
be obtained by a policy of early opera- 
tion. 

7; A new procedure of common duct 
anastomosis to the stomach has been 
presented. 
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SUMARIO 


1. Se estudian 292 oclusiones del 
colédoco. 

2. En 176 pacientes, el empleo de un 
colorante roentgenoopaco facilité el estu- 
dio de las vias biliares. 

3. Cuando se reconoce la infeccién del 
higado y de los conductos biliares, es 
preciso efectuar el desagiie eficaz de 
éstos. 

4. Valiéndose de alguna substancia 
roentgenoopaca desde los comienzos del 
periodo postoperatorio, se puede descu- 
brir algin caleulo o alguna obstruccién 
inflamatoria que se haya pasado inadver- 
tida. 


5. No se sabe de ninguna contraindica- 
cién del aceite roentgenoopaco. 

6. Se logra mayor ntimero de cura- 
ciones de las enfermedades de las vias 
biliares, si se ejecuta en tiempo oportuno 
la operacién quirtirgica. 

7. Un procedimiento neuvo de la anas- 
tomosis del conducto comun al est6mago 
ha sido presentado. 


RESUME 


1. Une revue de 292 cas d’obstruction 
du cholédoque. 

2. L’étude de l’arbre biliaire et de ses 
ramifications fut facilitée dans 176 cas 
par l’emploi de colorants radio-opaques. 

3. Il importe de pourvoir un drainage 
satisfaisant du foie et des conduits 
biliares dans tous les cas ou |’infection 
de ces organes est reconnue. 

4, La présence d’un caleul méconnu vu 
d’une obstruction inflammatoire peut 
étre déterminee sans retard par l’emploi 
précoce des agents radio-opaques durant 
la période post-operatoire. 

5. Il n’y a aucune contre-indication 
pour l’emploi d’huile radio-opaque. 

6. Les opérations précoces donne le 
plus grand nombre de guérisons. 

7. L’auteur présente un nouveau pro- 
cédé pour effectuer l’anastomose du 
cholédoque a l’estomac. 
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Colostomia Izquierda Definitiva* 
TECNICA DE CUNEO MODIFICADA 
(Permanent Efficient Continence in Left Iliac Colostomy) 


RICARDO BAQUERO GONZALEZ 
CARACAS, VENEZUELA 





SUMMARY 


The treatment of a great number 
of patients affected by rectal sten- 
osis resulting from lymphogranu- 
loma venereum on whom left iliac 
colostomy has been performed has 
afforded the author an opportunity 
of modifying some of the steps in 
operative technic with the principal 
aim of securing efficient continence. 

For all patients on whom a colos- 
tomy has been performed and who 
wish to lead a socially active life, 
the aim should be to secure true 
continence, not mere regularity of 
movement. To achieve this, many 
procedures have been followed: a 
dietetic regime, use of a receptacle, 
obturators, modification of the 
lumen, insertion of the intestinal 
loop through a muscle, and the im- 
plantation of the afferent loop 
through a _ subcutaneous tunnel 
(method of Frank). These proce- 
dures are illustrated and reviewed 
by the author. 

The author describes his so- 
called ‘‘mechanical sphincter”’ 
which achieves continence by com- 
pression of the external intestinal 
loop by means of this compression 
device. The author describes the 
modification of the Cunéo technic 
which he and Corachan developed. 











*Presented at the International Assembly of the 
International College of Surgeons, Mexico, D.F., 
August, 1941. 


The operative stages of left iliac 
colostomy and the postoperative 
care of the mechanically rendered 
continent anus ‘‘mechanical sphine- 
ter’’ are described and illustrated. 

There are case histories on 26 
patients, as well as a discussion of 
criticisms of this method. 











de lesiones rectales, victimas del virus 

poradénico, que acuden a nuestros ser- 
vicios quirirgicos, nos ha hecho que con fre- 
cuencia recurramos a la ejecucién de la 
colostomia definitiva, la que por los resultados 
obtenidos durante cuatro afos de experiencia 
sobre dicha enfermedad, y las conclusiones 
logradas por otros colegas que han trabajado 
sobre este asunto, es hoy en dia, trataéndose 
de casos avanzados de la afeccién, el método 
que en algunos pacientes puede mejorar su 
estado general, y en otros, proporcionarles 
una curacién segura. (37, 38, 39, 40, 50.) 

La formaci6én del ano iliaco definitivo, desde 
hace mucho tiempo se considera con temible 
horror, de tal manera que al indicarseles a 
los enfermos la intervencién de su caso, son 
muchos los que piensan y caleulan que esta 
medida los convertiria en seres inttiles para 
llevar su vida social, por lo que algunos pre- 
fieren continuar con la enfermedad o esperar 
la muerte, antes que someterse a la interven- 
cidn. 

El fin de este procedimiento quirargico ha 
despertado entre los cirujanos, el propésito de 
perfeccionar las técnicas de las colostom{as, 
de tal suerte que, en el momento actual de los 
adelantos, se hace necesario realizarlas, en 
espera de nuevas conquistas cientificas sobre 


GRAN niimero de enfermos, afectados 
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la dicha dolencia, y poder asegurar a los en- 
fermos la reconstruccién de un ano, que 
fisiologicamente sea lo menos feo, lo mas 
pequefo, que permita la contencién de las 
materias y de los gases, en todo momento. 

Las téenicas de Kurtzahn, Kischner, Haeck- 
er y Cuneo han procurado las citadas venta- 
jas, por cuyas causas nos consideramos entre 
los aficionados para divulgar tales procedimi- 
entos, pues con ellos creemos que se obtiene, 
al menos en parte, mitigar los trastornos que 
ocasiona la colostomia en la vida interna y 
social del individuo colostomisado. 

Hemos venido practicando colostomias 
desde hace cinco anos. En un comienzo 
hicimos el clésico ano con puente cutaneo, 
con la téenica de Madyl, el ano umbilical, 
etc., pero luego que conocimos la técnica de 
Cuneo, nos dimos cuenta de sus ventajas y 
luego de cuatro afios de experiencia sobre 
esta técnica, la que ha sufrido las modifica- 
ciones que exponemos en este trabajo, 
podemos decir, por los datos estadisticos que 
se insertan mas adelante, que la colostomia, 
segin la téenica de Cuneo modificada, es la 
que reune mayores ventajas, en comparacién 
de otras téenicas conocidas para el tratami- 
ento de la rectitis infiltrativa a virus pora- 
dénico. 


ANO ILIACO DEFINITIVO CONTINENTE 


En el ano iliaco definitivo toda la masa de 
heces fecales debe vaciarse forzosamente por 
el orificio artificial, estableciendo asi una 
diferencia funcional con el ano temporal o 
fistula estercordcea que solo sirve de valvula 
de desahogo, de modo que las materias fecales 
o el contenido intestinal penetren en el seg- 
mento aboral del intestino. Para obtener la 
primera condicién funcional, indispensable 
en este tipo de ano, se necesita seccionar la 
continuidad del intestino y que toda la sec- 
cién transversal, de ambas ramas o del asa 
aferente sea implantada en el orificio prac- 
ticado en la pared abdominal. Esta condicién 
esencial puede lograrse de dos maneras: a) 
exteriorizando un asa intestinal sin seccionar 
su continuidad al principio y mantener sep- 
aradas las dos ramas por un puente cutaéneo; 
o b) haciendo la seccién durante el mismo 


acto quirirgico, cerrando el cabo eferente y 
dejandolo libre en la cavidad o aproximado 
a las paredes abdominales, y el aferente ex- 
teriorizado de la cavidad abdominal por el 
orificio artificial. Todos los métodos que no 
sigan una de estas dos directivas, traeran 
como consecuencia, las dos complicaciones 
mas frecuentes del ano iliaco: el prolapso 
de la mucosa y del asa exteriorizada y la 
estenosis del orificio del ano. 

Los anos en candén de fusil, del tipo Madyl, 
estén indicados solo para realizar anos tem- 
porales. Desde hace algin tiempo, hemos 
visto muchos enfermos en los que poco a 
poco el espolon realizado va achicéndose; el 
contenido comienza a pasar al asa eferente 
y al cabo de uno o dos anos tenemos que ya 
el espolon formado no realiza su primitivo 
papel. El contenido intestinal pasa en parte 
al asa eferente; la mucosa va deslizindose a 
través del orificio y lentamente comienza a 
exteriorizarse toda el asa y terminan con pro- 
lapsarse ambos cabos. Hemos visto varios 
enfermos (Obsvs. No. 17 y 22) que compru- 
eban lo que aqui expresamos, y Pérez Carrefio, 
cita en su trabajo ‘‘Estado actual de las 
estenosis del recto’’ (39) casos semejantes. 

Los anos del tipo Madyl, Pérez Carreifio ete. 
en que se exterioriza solo una pared del 
intestino, tienen gran tendencia a la esten- 
ésis cuténea del orificio, pues al no abocarse 
toda la circunferencia del intestino, la piel 
no encuentra una barrera que lo evite y estos 
enfermos tienen que someterse de tiempo en 
tiempo a la destruccién cutanea del orificio 
estenosado, lo que trae como consecuencia los 
enojos de una intervencién repetida y la 
poea estética de la-cicatriz. 


LA CONTINENCIA DEL ANO ILIACO DEFINITIVO 


La mayor incomodidad de los colostomi- 
sados, es la de la incontinencia del ano neo 
formado. A este punto se han dirigido todas 
las miras de los cirujanos, los que procuran 
con diversos sistemas devolver al individuo 
la continencia de las materias fecales y de 
los gases. El bienestar social, la capacidad 
de trabajo y la aptitud para realizar las 
funciones sexuales, dependen de la regulacién 
de las evacuaciones y la emisién de gases, en 
todo momento. En los enfermos con rectitis 
infiltrativa linfogranulomatésica en sujetos 
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j6venes, constituye un punto de la mayor im- 
portancia. Se conocen muchos procedimientos 
con el objeto de obtener un ano continente, 
la mayoria, con resultados relativos. Entre 
otros tenemos: dieta, uso de aparato receptor 
y pelota oclusiva. 

Estas tres medidas, pueden mejorar la 
salida de las materias y los gases, pero harian 
una vida muy triste a enfermas y enfermos 
jovenes, el empleo de una dieta, que muchas 
veces no les permite su situacién econdmica o 
usar un aparato receptor, que si puede con- 
stituir un gran alivio, pero el continuo llena- 
miento y la necesidad de cambiarlo repetidas 
veces, producen una gran molestia. De la 
pelota oclusiva podemos decir algo semejante. 
Ocluye temporalmente pero las relaciones 
sexuales se hacen imposibles. (Grabado No. 1) 


Modificaciones de calibre del asa intestinal. 
Se han deserito y practicado varias técnicas 
en este sentido. Entre otras podemos citar 
la de Gersuny (41) que consiste en rotar 
el intestino antes de suturarlo en 180° a 360°. 
Suturas transversales de fruncimiento en las 
paredes intestinales (Schmieden, 34; Spivack, 
42). Colocacién de un anillo metdlico por 
fuera del intestino o anillo formado con 
cintillas aponeuréticas vecinas. Estos métod- 
os constituyen un obstaculo permanente para 
la explusién de las materias que las hace 
retardadas, pero sin obtener la contencién 
de la emisién de gases y materias fecales. 
(Grabado No. 1) 


Paso del asa aferente al través de un mis- 
culo estriado, En este procedimiento se pens6 
que el paso del intestino a través de los mis- 
culos abdominales, podria lograr la oclusién 
del término del asa. Se utilizan, de prefer- 
encia, el mtsculo recto (ano umbilical) y los 
musculos oblicuo mayor y el transverso. 
Este procedimiento esté fundado en hipétesis 
fisiolégicas erradas. Ningtin misculo estriado 
puede mantenerse en tono, para poder lograr 
hacer el papel de esfinter. La continencia 
lograda por estos sistemas es muy relativa 
y al fin solo realiza algo parecido a lo que 
hacen las modificaciones del calibre del asa 
eferente de que tratamos en el parrafo 
anterior. 


Grabado No. 1. Pelota oclusiva para 
ano intestinal, 


Conduccién del asa aferente en el sub- 
cutdneo en un trayecto mas o menos largo. 
Este método propuesto por Frank, constituye 
algo mas real para la contencién de las ma- 
terias, que los anteriormente citados. El asa 
aferente ai salir de la pared muscular del 
abdémen, permanece elevada unos 10 em. del 
orificio cuténeo, atravezando ese trayecto al 
través del subeuténeo y exterioriz4ndose por 
un orificio cuténeo a distancia. (Grabados 
No. 2 y 3) 

La contencién se hace comprimiendo con 
una pelota el asa subcutdnea entre la piel y 
la pared muscular. El método de Frank 
aparece mas efectivo, en cuanto a la con- 
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tencién de materias, lo que depende de la 
presién que a voluntad comprima la pared 
abdominal. Una faja abdominal a la cual se 
le agrega en el sitio correspondiente al que 
ocupa el asa aferente una pelota, hace una 
contensién muy superior a la de todos los 
métodos anteriormente citados. 

Hasta aqui hemos descrito los diversos 


Grabado No. 3. Esquema mostrando 
el modo de contencién en el metodo 
de Frank. El asa aferente es deslizada 
por un tfinel subeuténeo y se hace 
salir al exterior por un orificio situado 
mas bajo. 


procedimientos utilizados para lograr dis- 
minuir la salida esponténea de las materias 
feeales y gases. Del exémen hecho a varias 
enfermas operadas por estos métodos y por 
los datos recogidos de los diversos autores 
consultados, se llega a la conclusién de que 
ninguno de ellos puede traer una contencién 
real. Con frecuencia oimos hablar de con- 


Grabado No. 2.Contencién de un 
ano definitivo segin el método de 
Frank. 
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tencién, porque un enfermo defeca solo en la 
manana diariamente, sus materias s6lidas. 
Esto no es contencién; lo llamariamos mas 
bien regularizacién de sus deposiciones, por 
costumbre. Estos enfermos no contienen 
gases, no contienen materias liquidas y el 
dia que se administran un purgante o tienen 
deposiciones diarreicas, no existe en ellos con- 
tencién alguna. Estos enfermos no defecan 
de continuo sus materias sdélidas, como lo 
hacen las enfermas con rasgaduras perinea- 
les completas hasta el esfinter, que pasan 
anos con su defecto, llevando una vida mas 
0 menos normal, con tal que no tengan diar- 
rea 0 que vacien su intestino diariamente en 
la mafiana. Pero en el momento de tener lleno 
su intestino, en que. haya necesidad de defe- 
car, las materias saldran espontaneamente 
sin que nada lo impida. Se trata de una con- 
tencién relativa, un acostumbramiento, una 
higiene, que si bien es algo, no puede asegur- 
arse a la voluntad que regule un tiempo mas 
o menos largo entre la necesidad de defecar 
y la expulsién de la materia. Es cierto que 
cualquier sujeto normal, cuando tiene diar- 
reas 0 célicos intestinales, se ve en la nece- 
sidad imperiosa de defecar en un tiempo mas 
o menos largo, pero su esfinter anal solo le 
haré que este tiempo sea lo suficiente como 
para poder llegar al sitio donde efectuarlo. 
Esto es lo que no se consigue con los métodos 
antes citados. Algunos de ellos pueden 
anatémicamente intentar algo, pero fisiolégi- 
camente ninguno. Los tinicos que fisiolégica- 
mente logran acercarse a lo normal son los 
que utilizan un esfinter mecdnico que regule 
la salida de las materias, por medio de la 
formacién de un tubo de piel por debajo del 
asa aferente. De estos métodos trataremos a 
continuacién y al final entraremos en materia 
sobre la técnica que proponemos citar en 
este trabajo. 


Contencion por medio de un tubo de piel 
y esfinter mecdnico.. Hay varias técnicas 
para la formacién de un tubo de piel por de- 
bajo del asa aferente, para regular la salida 
de las materias fecales. Entre otros citar- 
emos: la téenica de Kurtzahn, de Haecker, 
de Kischner, Ryal, Duncan, Fitzwilliams, 
Cuneo, ete., todos en general forman un tinel 
de piel, ya en el momento mismo de la forma- 


cién del ano (Kurtzahn, Kischner, Cuneo) 
o en un segundo acto quirtirgico. De todas 
estas téenicas solo nos detendremos en la 
propuesta por Cuneo, a la que hacemos ref- 
erencia en este trabajo. 


Grabado No. 4 Trazo de incisiones segiin la técnica 
de Cuneo. 


Le técnica de Cuneo para el ano iliaco con- 
tinente. Este método descrito por Cuneo en 
la Presse Medicale, 30: 333 1922 y de nuevo 
expuesto por Gaillard en el tomo XXIII, 
pag. 202 del Journal de Chirurgie, consiste 
en la formacién de un tinel cuténeo, sutur- 
ando los bordes de dos heridas paralelas y 
trazadas como pueden verse en los esquemas 
adjuntos, y luego haciendo dos colgajos en 
forma de cuadrildteros de bases opuestas, que 
por deslizamiento vendrian a suturarse por 
encima del asa intestinal. (Grabado No. 4) 

La exteriorizacién del asa intestinal, se 
efectuaria debajo del colgajo superior, pene- 
trando en el abdomen, siguiendo la técnica 
de Mac-Burney para apendicectomia. E] in- 
testino es seccionado transversalmente, al 
nivel del sigmoide o en el descendente. El 
cabo inferior se cierra siguiendo las técnicas 
usuales para ello. El cabo aferente se exteri- 
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oriza siguiendo un trayecto subeutdéneo, de- 
bajo de los colgajos y saliendo por un orificio 
situado en medio del colgajo inferior. Los 
esquemas adjuntos haran comprender mejor 
la téenica. (Grabado No. 5) 


Grabado No, 5, Exteriorizacién del cabo superior y 
paso de su extremidad al trévés del colgajo inferior 
(Técnica de Cuneo). 


Grabado No. 6. Establecimiento de 
un ano artificial continente segin téc- 
nica de Kurtzahn. 


Este método reune mayores ventajas sobre 
los otros métodos similares de Kurtzahn y 
Haecker. En el Kurtzahn, las heridas estan 
muy cerca del orificio de salida de las materias 
fecales, lo que hace que la infeccién de éstas 
sea casi constante. (Grabado No. 6) 

En el Haecker, la operacién se hace en dos 
tiempos. En el primero, se conduce una asa 
terminal a través de un trayecto subcutaéneo 
siguiendo el método de Frank y en un segundo 
tiempo se forma el ttinel cuténeo. En este 
iltimo tiempo operatorio, si el ano fué real- 
izado en sigmoide, el tinel debe hacerse en 
transverso y quedara el paciente con dos 
cicatrices en el abdémen. (Grabado No. 7) 

Otra desventaja del ano de Haecker es el 
que para poder pasar el tunel por la brecha 
mesentérica, se necesita seccionar uno de los 
extremos del tunel y suturarlo de nuevo a 
la piel, lo que puede ocasionar una irrigacién 
insuficiente del tinel con su _ consecutiva 
necrosis y perderse los beneficios del tinel. 
En efecto, este ano de Haecker es muy venta- 
joso cuando se quiere hacer continente un 
ano ya establecido. En la téenica de Kischner 


y la modificacién de Welcker las técnicas son 


tan semejantes a la de Cuneo, que casi son 
una misma. Solo se le diferencian en que 
realizan la intervencién en dos tiempos, algo 
semejante como se hace en el Haecker. 

La téenica de Cuneo, reune las mayores 
ventajas y en ella se realiza de una vez la 
colostomia y el sistema de continencia con la 
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formacién del tinel cuténeo y el deslizami- 
ento subeutaéneo, el paso al través de la brecha 
muscular y la disminucién del calibre del 
orificio anal. Como veremos en su descripcién 
y en los esquemas adjuntos, esta técnica reune 
en una sola todos los procedimientos ideados 
para la contencién de las materias, (Dieta, 
uso de aparato receptor, ete. Disminucién 
del calibre’ del asa aferente. Paso al través 


de un miasculo estriado. Conduccién del asa 
en un trayecto subeuténeo (Frank) y for- 
macion del tunel cutdneo) para que el enfer- 
mo en un momento dado, pueda a voluntad, 
por el tiempo que quiera, asegurarse de la 
contencién de sus materias. Estos anos con 
ttinel cuténeo para esfinter mecdnico, son los 
fnicos conocidos hasta hoy con los que pod- 
emos asegurar a nuestros enfermos que 
tendran de manera eficaz y no al azar de un 
acostumbramiento, una continencia real. A 
veces ante ciertos casos que se nos presentan, 
nos vemos en la necesidad de recurrir a la 
formacién de un ano definitivo; hay que 
procurar que este sea lo menos molesto y lo 
mas semejante a la fisiologia normal. El ano 
artificial constituye una desgracia y si a esto 
se agrega la incontinencia de materias y gases, 
insegura en otros métodos, un orificio grande 
ete., se han aumentado los sufrimientos y se 
ha hecho del enfermo un incapacitado social. 
La mayor parte de los enfermos linfogranu- 
lomatésicos, son sujetos jévenes, hombres y 


mujeres de 20 a 30 aiios, en plena actividad 
sexual y fisica, que desean vivir y reclaman 
se les deje en capacidad de poder trabajar y 
gozar sus anos. Cuando se les propone la 
formacién del ano, lo primero que preguntan 
es acerca de su continencia y el cirujano de- 
bera ofrecerles ésto, ya que esta en sus manos 
que el enfermo contenga de verdad en el 
momento que lo necesite. 


Grabado No. 7. Formacién de un 
regulador de evacuaciones segiin tée- 
nica de Haecker. 


La modificacién Corachén, El Profesor M. 
Corachan, en su estadia en Venezuela, nos 


‘hizo conocer el ano de Cuneo con su modifica- 


cién. Consistia en la supresién del colgajo 
inferior, dejando solo el colgajo superior, de 
modo que la cicatriz quedase en la forma que 
expresamos en el esquema. (Grabado No. 8) 


NUESTRA MODIFICACION 


En las ocasiones de llevar a la practica la 
técnica de Cuneo, modificacién Corachan, nos 
hemos lanzado a suprimir por completo, 
siempre que fuera posible, las incisiones del 
colgajo superior, ya que hemos visto que muy 
bien podia exteriorizarse el asa intestinal, 
haciendo un buen despegamiento subcutdéneo 
de la herida superior y rechazando fuerte- 
mente hacia arriba con un separador el borde 
superior de la herida, después de formado el 
ttinel cutaneo. A continuacién expondremos 
detalladamente los pormenores de la técnica 
seguida para la formacién de este ano. 
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Indicaciones del ano continente Cuneo 
modificado. Este tipo de ano requiere hacerlo 
tecnicamente mediante un conjunto de deta- 
lles operatorios, pues sin ellos no podria 
obtenerse el resultado que se espera de una 
intervencién correcta. El ano continente 
segtin este método, es un ano de eleccién, no 
de necesidad. De téenica sencilla, pero 
cuidadosa, realizable en todos aquellos paci- 
entes en que su ano sea concebido de un modo 
definitivo y que tengan una larga sobre-vida 
despties de operados. 


Grabado No, 8. Trazado de incisiones del ano 
Cuneo modificado por Corachdn. 


Sitio de eleccién. El sitio de eleccién es la 
fosa iliaca y flanco izquierdo, excepcional- 
mente en la regién umbilical (Ano del trans- 
verso). Depende de la altura de las lesiones 
colénicas el sitio en que deba de realizarse. 
Como ya hemos dicho al principio de este 
trabajo, casi todos los enfermos a quienes 
hemos practicado esta colostomia, fueron 
sujetos linfogranulomatésicos. Sabemos que 


Grabado No. 9. Estudio radiogrdfico de estenosis 
alta del colon descendente y sigmoide. 


estas lesiones, pocas veces llegan al sigmoide 
y en mas raras ocasiones al descendente. No 
obstante, nosotros tuvimos enfermos, en que 
sus lesiones llegaron al Angulo esplénico y en 
que hubimos de realizar un ano en el trans- 
verso y el Dr. Luciani publicé recientemente 
un caso de estenosis en colon descendente. 
(Grabado No. 9) 


El procedimiento operatorio para conocer 
el sitio del colon que deba seccionarse es el 
siguiente: con estudios radiol6gicos obtenidos 
tomando el medio de contraste por ingestién 
y por enema, logramos en la mayor parte de 
las veces, conocer con mas 0 menos exactitud, 
ayudados por la rectoscopia con tubo delgado, 
la altura de las lesiones. (Grabado No. 10) 


Si éstas no llegan a sigmoide, hacemos el 
ano entre el flanco y fosa ilfaca izquierda y 
una vez explorado el sigmoide y descendente 
hacemos la seccién intestinal en sigmoide y 
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Grabado No. 10. Estudio radiol6égico de estenosis 
rectal baja. (Obs. No. 19) 


Grabado No. 11 


preferentemente en descendente. Si las 
lesiones han llegado a sigmoide o ésta se encu- 
entra adherida, lo que imposibilita su exteri- 
orizacién, practicamos una celiotomia media 
supra e infraumbilical y haciendo una mejor 
exploracién escojemos el sitio de eleccién. De 
este modo sol nos quedarian dos sitios en 
donde exteriorizar el colon: angulo esplénico 
y colon transverso. 


Preoperatorio. Al futuro colostomisado 
administraremos enemas evacuadores y de 
limpieza intestinal, unas 48 horas antes de la 
operacién. Después de efectuada la anes- 


tesia, introducimos una sonda o una bujia 
uretral dura, por el recto a modo de refer- 
enciar el cabo interior con seguridad. 


Anestesia. Hemos dado preferencia a la 
anestesia raquidea baja con novocaina, como 
anestesia de eleccién en las intervenciones de 
la parte inferior del abdomen. La anestesia 
raquidea nos ha dado megnificos resultados 
y es mucho menos peligrosa que una anes- 
tesia general que la usamos excepcionalmente. 

Tecnica operatoria, Dos incisiones horizon- 
tales de unos seis centimetros de largo, 
paralelas y distantes una de otra tres centi- 
metros. (Grabado No. 11) 
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La extremidad externa de la incisién in- 
ferior debe comenzar a dos traveses de dedo 
dentro de la espina iliaca antero superior del 
hueso iliaco. Incisiones que llegan hasta la 
aponeurosis del oblicuo mayor. 

Hemostasia de vasos subeuténeos. (Gra- 


bado No. 12) 





Grabado No. 13 


Grabado No. 14 
Grabado No. 12 


Formacién del tinel cutaneo. Practicando 
una sutura invaginante intradérmica con cat- 
gut crémico y a modo de sutura tipo Lembert 
0 Cushing de los bordes centrales de las dos 
incisiones. Se dejan referenciados los dos 
puntos terminales para al final hacer una 
buena sutura de los orificios del timel. (Gra- 
bados No, 13 y 14) 
Despegamiento de la herida superior y 
exposicién de aponeurosis de oblicuo mayor. 
Incisién de aponeurosis de oblicuo mayor, dis- 
ociacién muscular y seccién de peritoneo 
(MacBurney). (Grabados No. 15 y 16) 
Prehensién y exteriorizacién de sigmoide. 
Exploracién. (Grabado No. 17) Grabado No. 15 
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Grabado No. 16 


Grabado No. 17 


Seccién de unos tres centimetros del meso- 
sigmoide. Se procura hacer la hemostasia in- 
dividual de sus vasos y no en conjunto. Hay 
que aprovechar en este tiempo, que los seg- 
mentos de la futura seecién del colon queden 
bien irrigados. 

Seccién transversal del colon con thermo- 
cauterio o electrocauterio, previa coproestasis 
con pinzas fuertes hemostdticas o usando la 
enganchadora automatica de Petz. Esta 
fltima la usamos con predileccién. (Grabado 
No. 18) 

Proteccién de la seccién superior con gasa. 
Cierre del cabo inferior con suturas invag- 


Grabado No. 18 


inantes seromusculares. Hacemos tres suturas 
invaginantes. En la primera usamos catgut 
crémico No. 1 y en la segunda Hilo de Lino 
No. 1 y en la tercera catgut crémico No. 1. 
Este cabo bien cerrado, se hunde en la cavidad 
abdominal. (Grabado No. 19) 


Grabado No. 19 


Sutura del peritoneo alrededor del cabo 


aferente. Previamente hemos medido la 
cantidad de colon que deba exteriorizarse. 
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Sutura de la aponeurosis del oblicuo mayor, 
dejando un orificio por donde pasa el colon 
del difmetro de un dedo mefique. Este 


tiempo es muy delicado pues una brecha muy 
grande traera consigo una eventracién y una 
muy estrecha puede ocasionar la gangrena 
del asa exteriorizada. (Grabado No. 20) 





Grabado No, 20 


Despegamiento subcutaneo de la piel de la 
herida inferior. Tomando la piel por debajo 
de la herida en su parte media a unos dos 
centimetros, practicamos un orificio circular 
con tijeras de dos centimetros de diametro. 
Por alli exteriorizamos el asa_ intestinal. 
(Grabados No. 21 y 22) 








Grabado No. 21 








Grabado No. 22 


Sutura de la piel por encima del asa intes- 
tinal, aproximando los bordes de la herida. 
Un punto interesante es la formaci6n de los 
angulos. (Grabado No. 23) 





Grabado No. 23 


Cuando hicimos el tinel cuténeo dejamos 
referenciados los puntos extremos con hilo 
largo y pinzas. Ahora tiramos de este hilo a 
modo de poder presentar los bordes del ori- 
ficio del tiinel cutaneo y hacer una buena 
coaptacién de la piel. Esto es indispensable 
para dejar un buen orificio, permeable y 
lograr una cicatrizacién correcta. 
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Grabado No. 24 


El intestino ya exteriorizado por el orificio 
del ano, se fija con algunos puntos a la piel, 
aunque esto no es necesario. (Grabado No. 24) 

Vertemos colodién en la herida y colocamos 
gasa. El colodién sirve para proteger la 
herida de las materias fecales. Esta cura no 
la levantamos hasta el décimo dia, en que 
cortamos la sutura de la piel. Esta sutura la 
realizamos siempre con hilo de lino, dando 
preferencia a los puntos en U. 

El asa intestinal exteriorizada, la dejamos 
cerrada con la pinza o con las grapas de la 
pinza de Petz por unas 24 6 48 horas. Luego 
la abrimos para que salgan gases y materias. 

Ano iliaco alto. No siempre puede reali- 
zarse un ano en descendente o sigmoide. 
Cuando estas lesiones no han tomado el 4n- 
gulo esplénico, nos valemos de él para prac- 
ticar la colostomia. Previa laparatomia 
exploramos el colon, seccionamos el peritoneo 
siguiendo el repliegue del colon y la pared 
abdominal, seccionamos el ligamento espleno- 
célico y despegamos el Angulo esplénico. Para 
realizar estas maniobras en un espacio tan 
profundo, procedemos del modo siguiente : con 
una valva vaginal de Doyen, rechazamos el 
borde de la herida laparatémica y cargando 
toda la pared abdominal con la mano izqui- 
erda rechazamos hacia abajo y dentro todas 
las asas intestinales y bien visualizado el 
angulo esplénico, con unas tijeras grandes 
realizamos esta seccién. (Grabado No. 25) 
Exteriorizado el Angulo esplénico, hacemos 
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Grabado No. 25 


la seccién intestinal y del mesocolon, tal como 
desecribimos en el ano sigmoideano, y cerra- 
mos el cabo inferior. Aqui es mejor usar 
siempre la engrapadora de Petz, para una 
mejor asepsia. Procedemos en el flanco iz- 
quierdo a practicar el tinel cutaéneo y demas 
téenicas conocidas ya descritas y exteriori- 
zamos el asa aferente, como se indica anteri- 
ormente. Cerramos la pared abdominal. 
Cuando las lesiones invaden el Angulo esplé- 
nico, recurrimos al colon transverso previo 
decolamiento coloepiploico de la mitad 
izquierda del colon y hacemos el ano en re- 
gién iliaca o si alli no Ilegase el colon en 
region umbilical, esto preferimos al ano 
umbilical. (Grabado No. 26) 


Postoperatorio. La conducta postoperatoria 
de estos colostomisados, en nada varia de la 
seguida en las colostomias de: otras téenicas. 
A estos enfermos se les quita la pinza obtur- 
adora del colon exteriorizado a las 24horas y 
nosotros colocamos una tela de caucho al 
cual hemos practicado un orificio por donde 
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pasamos el asa intestinal, de modo que las 
materias fecales no ensucien el apésito de las 
heridas. (Grabado No. 27) 

El] asa intestinal la dejamos de unos 5 6 6 
centimetros de largo y luego vemos, como 


poco a poco ésta va reduciéndose y si tarda 


mucho en hacerlo, con thermocauterio se 
ejecuta una nueva seccién, dejando un asa 
de unos tres o cuatro centimetros. Al término 
de un mes, ya el exceso de asa exteriorizada 
no existe y queda reducida al orificio cutaéneo. 
Muy al contrario a los otros anos, que tienden 


Grabado No. 27. Delental de hule destinado a 
proteger las heridas del ano artificial. 


Grabado No. 26 


la mucosa a prolapsarse, en estos tipos de ano, 
va reduciéndose cada vez mas y al cabo de 
tres 0 cuatro meses no existe mucosa en re- 
lieve sobre la piel. La sutura de la piel de la 
herida laparatémica la cortamos a los diez 
dias. Hay que tener especial cuidado en el 
tinel cuténeo. Preferimos al principio no 
tocarlo, solo hacer lavados con suero fisiol- 
égico y si hay alguna supuracién, con solu- 
cién al 2% de mereuro cromo. Cuando el 
tinel se encuentra ya cicatrizado mas 0 
menos, procedemos a practicar catelerismos 
dilatadores del mismo con bujias de Hegar 
No. 3-4-5-6-y hacemos varias sesiones tres 0 
cuatro antes de colocar la pinza de con- 
tencion. 

La contencién en el ano Cuneo modtficado. 
Ya dijimos al principio que este tipo de Col- 
ostomia reune en una sola operacién todos los 
métodos ideados hasta el presente para la 
contencién de las materias. Asi es que el ano 
de este tipo, sin necesidad de pinza mecanica 
alguna, contiene lo mismo 0 mas que todos los 
anos hechos por las técnicas conocidas hasta 
hoy. Los enfermos operados de este modo, no 
necesitan valerse del esfinter mecénico, que en 
realidad puede serles molesto su uso continuo. 


. La mayoria de los enfermos usan una faja 


elastica corriente, (faja tubular de las mu- 
jeres) y algunos bajo el punto de vista estét- 
ico, se colocan un pequefio adhesivo que oculte 
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Grabado No, 28. Primer tipo de pinza. Un tallo A. 
en cuyos extremos se articulan dos tornillos. Este 
tallo penetra en el tinel cuténeo. 

Un tallo B. con dos ojales en sus extremos y por 
los cuales penetraran los tornillos colocados perpendi- 
cularmente. 

La presién se efectiia con pequeiias tuercas. 


Grabado No. 29. 
pinza. 


Primer tipo de 


la mucosa del ano. Esto es suficiente para 
tener una continencia muy buena. Pero ya 
hemos dicho de la ventaja que tiene este 
método con el cual podemos, asegurar de modo 
absoluto la consecucién de una contencién 
definitiva cuando se quiera y para ello recur- 
rimos a una pinza metalica que hemos de con- 


, struir en dos modos. (Grabados No. 28 y 29- 


Estas pinzas las utilizan los enfermcs en 


‘caso de necesidad. Muchos, no recurren a 
ellas, principalmente los de clase social hu- 
/ milde. Otros, sin embargo, las usan a diario. 


s 


_ Pero su mayor aplicacién se encontrara en 


aquellas urgencias de la vida corriente, como 
en el dia que se tenga diarrea, que se haya de 
ir a alguna fiesta, ete., pues entonces les 
conviene estar seguros de que su ano fun- 
cionara de un modo definitivo. 

Enferma colocandose el esfinter mecénico. 
(Grabados No. 32, 33, 34 y 35). 


Grabado No. 30. Segundo tipo de 
pinza. E] tallo superior se cambia por 
un cuadro, de modo que la presién no 
se haga en un solo sentido y asi pre- 
sente menos riesgo de que en un 
momento dado esta pueda ser excesiva. 














Grabados No. 32-35. Enferma colo- 
cAndose el esfinter mecfnico. 


x 


Enferma defecando. (Grabado No. 36) 

Un ano iliaco definitivo continente dos 
aos después de realizado. (Grabado No. 
37). Obs. No. 10 


RESULTADOS OBTENIDOS 


Esta técnica la venimos practicando desde 
el tiempo ya dicho. En un principio tuvimos 
que lamentar algunos inconvenientes, debido 
a ciertas deficiencias, pero no al procedimi- 
ento mismo. Estos fueron: las observaciones 
No. 8 y 14 en que por efecto de nuestro in- 
terés al obturar demasiado el asa aferente, 
comprimimos tanto que hubo en el postopera- 
torio inmediato una gangrena del asa intes- 
tinal. Estos enfermos no tuvieron mayor in- 
conveniente sino el de perder los beneficios 
de su continencia, con supresién del tiinel 
cutaéneo. Meses mas tarde, cuando ya estaba 
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Grabado No. 31. Segundo tipo de 
pinza. 








cicatrizada la piel hicimos un ano mas alto, 
sin encontrar inconveniente alguno. Otro 
pequeno inconveniente fué el] de dos anos en 
las observaciones No. 11 y 21 por dejarse 
completamente abierta la brecha aponeur- 
ética, hubo una pequena eventracién que fué 
corregida meses mas tarde, sin dificultades. 


En la observacién No. 16 la enferma murié 
de peritonitis aguda al cuarto dia. La autop- 
sia practicada por el Profesor Jaffé, demos- 
tré6 que una sonda rectal introducida por el 
ano artificial, habia perforado el asa intestinal 
en su acodadura y esta perforacién fué la 
causante de una muerte por peritonitis sobre- 
aguda. En este caso el examen del asa intro- 
ducida en el abdémen demostré su sutura 
perfecta. 

Esto es todo lo que en nuestros casos oper- 
ados tenemos que lamentar. En la observa- 
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po de Grabado No. 33 





Grabado No. 34 








Grabado No. 35 
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cién No. 16 de muerte, no podemos atribuirla 
al método, pues esta sonda hubiera podido 
perforar el asa intestinal de cualquier tipo 
de colostomia. 

Pasados estos pequenos trastornos, hemos 
visto con el tiempo y observando a todos 
nuestros enfermos que acuden de tiempo en 
tiempo a controlarse, los beneficios de esta 
colostomia. E] aspecto estético es el de lo mas 
aleatorio. El orificio del ano se reduce con 
el tiempo al didémetro de un centimetro y a 
primera vista parece casi impercibible. La 
inucosa no tiene tendencia al prolapso, al 
contrario, cada vez mas se hunde y no ofrece 
relieve por fuera de la superficie de la piel. 
Nuestros enfermos colostomisados, se encuen- 
tran en plena actividad social, habiendo entre 
ellos: lavanderas, cocineras, mujeres de la 
vida, mecaénicos, chauferes, etc. Su colosto- 
mia no les ha traido trastornos de ninguna 
espece. Su vida sexual es normal y algunas 
enfermas son prostitutas profesionales. La 
continencia de estos anos, la realizan sin el 
uso de la pinza, la que solo dejan para mo- 
mentos extremos. Es muy satisfactorio ver 
como estos enfermos traen a nuestros servi- 
cios, compaiieros de enfermedad o portadores 
de un ano de otro tipo para que lo hagamos 
continente. . 


CRITICAS 


Al ano de Cuneo modificado se le han 
hecho algunas criticas. Varias de ellas funda- 
das en razones, pero no comprobadas por 
hechos. Entre otras tenemos: 

1) El ano de Cuneo modificado es de téc- 
nica dificil y trawmatizante. 

En verdad, la técnica de la colostomia defi- 
nitiva es de mayores cuidados que en la de 
una colostomia corriente. Por ello dijimos al 
principio que su técnica era de eleccién y no 
de emergencia. Es cierto que para realizarse 
se hace necesario que el cirujano conozea bien 
la técnica y todos los detalles para hacer un 
buen trabajo. La dificultad existe en que muy 
pocas técnicas quirirgicas traen este método 
que en efecto es poco conocido, pero facil- 
mente realizable por cualquier cirujano. Para 
un médico en general, que se encuentre en la 





necesidad de practicar una colostomia, no le 
podriamos aconsejar que ejecutara este mé- 
todo, pues con toda seguridad no podra 
llevarlo a cabo sin tener la habilidad quirtr- 
gica suficiente. Lo de que el método es mas 
chocante que los demas, no estamos de acuer- 
do. He realizado esta intervencién en 45 
minutos, como tiempo medio y no he tenido 
en los casos que he operado estado de shoc 
por la intervencién. Asi mismo opino que no 
podran someterse a ella, enfermos de emer- 
gencia en estado general muy malo, pues para 
estos casos hay que recurrir a un procedi- 
miento mas sencillo. 

2) En la técnica del ano continente defini- 
tivo Cuneo modificado, se deja el cabo inferior 
en el abdémen cerrado, lo que imposibilita 
practicar los lavados medicamentosos para la 
rectitis. 

Esta critica se haria mas bien al trata- 
miento de la rectitis infiltrativa a virus pora- 
dénico, de cuyo interés nos ocuparemos en 
otra ocasion y en que podremos referir los 
hechos que hemos observado. Para la ejecu- 
cién de esta técnica tenemos los hechos com- 
probados con nuestra experiencia, como con 
la de otros profesionales. Actualmente, solo 
diremos que la colostomia se realiza en estos 
casos para poner en reposo al recto, lo que 
basta para traer la curacién de las lesiones 
rectales. Esto ha sido comprobado después 
de cuatro aos de experiencia en esta materia. 
Si se quieren practicar lavados, puede utili- 
zarse la via anal, siempre que esta permanezca 
permeable, lo que se notaraé mientras queden 
lesiones de rectitis en la mucosa. 


CONTRAINDICACIONES DEL ANO CUNEO 
MODIFICADO 


Realizar la seecién en colon enfermo. 

Realizar el cierre del cabo inferior y su hun- 
dimiento en el abdémen, en los casos de cancer 
del recto, si esta formacién del ano no va 
seguida de la extirpacién del recto, pues las 
lesiones cancerosas pueden ocluir el segmento 
inferior y sus secreciones hacen estallar el 
asa cerrada. 

En enfermos muy caquectizados que re- 
quiren una intervencién la mas rapida posible 
y menos chocante. 
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Grabado No. 37. Un ano iliaco de- 
finitivo continente dos afios después 
de realizado. Obs. No. 10. 
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CASUISTICA 


Oxss. No. 1.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 167. 

0.R.—30 afios de edad, sexo masculino, raza blanca, 
natural de Nirgua, soltero, botiquinero. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 23-XI-1938. Colostomia definitiva 
en descendente. Tecnica Cuneo modificada. Anestesia 
raquidea baja con novocaina. 

Postoperatorio inmediato: normal. 

_Postoperatorio tardio: ano funciona bien. Con- 
tinencia sin pinza, solo la utiliza en casos necesarios. 
En 1939 le fué practicada extirpacién abdomino- 
perineal del recto. 

ITI-1941, Estado general bien. Su ano muy bien. 
Orificio de 1 em. de didmetro. 

Oss. No. 2.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 105. 


PERMANENT LEFT ILIAC COLOSTOMY 





















Grabado No. 36. Enferma defecando 


M.M.—23 afios de edad, sexo femenino, raza mes- 
tiza, natural de Cuman4, soltera, oficios domésticos. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 12-X-1938. Colostomia Cuneo modi- 
ficada. Anestesia raquidea baja con novocaina. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: sin novedad. 

23-VI-1939.—La enferma ha engordado diez kilos. 
Su ano funciona bien, hay continencia sin necesidad 
de pinza. La supuracién del recto desaparecié. La 
rectoscopia demuestra que toda la mucosa esta 
cicatrizada. La estrechez rectal se ha hecho infran- 
queable. 

15-III-1940.—La enferma continia bien. Lleva su 
vida normal. Trabaja de Camarera en una casa de 
familia. La continencia del ano es la de cualquier 
persona normal. No necesita usar esfinter mecaénico. 
El ano lo cubre con un adhesivo y a primera vista 
no se percibe. La vida sexual es normal. Ha tenido 
varios esposos después de operada. El recto no supura. 
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Oss. No. 3.—Hospital Vargas. Sala No. 19. His- 
toria No. 107. 


‘ L.P.—29 afios, sexo femenino, raza blanca, natural . 


de Aroa, soltera, oficios domésticos. 

Diagnéstico: Estrechez rectal linfogranulomatésica. 

Tratamiento: Colostomia definitiva. Técnica Cuneo 
modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: cuatro meses después con- 
tinia la supuracién rectal. Ingresa al Hospital de la 
Cruz Roja. Le fué practicada una extirpacién abdom- 
ino perineal del recto en el Servicio del Dr. Baquero 
por el Prof. Corachén, La enferma murié por peri- 
tonitis al sexto dia. 

Oss. No. 4.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No, 194. 

8.S.—37 aiios, sexo femenino, soltera, de raza mes- 
tiza, natural de Antimano, oficios domésticos. 

Diagnéstico: estrechez rectal a virus poradénico. 

Tratamiento: 21-XI-1938. Colostomia definitiva. 
Téenica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 1-VI-1939. Su ano funciona 
bien. Tiene una eventracién en la parte del colgajo 
superior que abomba sobre la superficie del abdomen. 
Ingresa de nuevo al Hospital el 6-VI-39. Se interviene 
realizando cura operatoria de su eventracién. Post- 
operatorio inmediato: normal. Postoperatorio tardio: 
normal, El recto no supura. El ano es continente. 
No necesita usar esfinter mecdnico. 


Oss, No. 5.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 318. 

E.F.—26 aiios, natural de Caracas. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: Colostomia Cuneo modificada. 22- 
XII-1939. Anestesia raquidea baja con novocaina. 

Oss. No. 6.—Por la sonda’sale un liquido amarillo 
muy fétido. Por el recto hay pus. 

8 a.m. Los vémitos continian. 

9 ¥%. Continta el enfriamiento. 
no se percibe. 

10.45.—La respiracién es superficial, se indica 
suero continuo endovenoso. La piel esta amoratada. 

11.—La enferma murié. 

12. am. El] Prof. Jaffé acude al hospital a prac- 
ticar la autopsia del cadfver. Se encontré una peri- 
tonitis generalizada, con asas aglutinadas y liquido 
peritoneal purulento. Existe una perforacién en el 
asa intestinal aferente en la cara posterior del 
tamafio % cm. La sonda introducida por el ano, se 
encuentra atravesando dicho orificio. El asa inferior 
se encuentra normal, La sutura obtura completamente 
el intestino. 

Diagnéstico: peritonitis por perforacién del asa 
aferente. 

Oss. No. 7.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero R. B.—40 ajios, sexo 
femenino, casada, natural de Barquisimeto. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: Colostomia Cuneo modificada. 13- 
IX-1939. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 20-X-1939. Ano funciona 
bien. Contencién buena. No necesita pinza. Aspecto 
estético: muy bien. 

Oss. No. 8.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 214. 

P, L.—29 afios, sexo masculino, natural de Ma- 
cuto, chaufer. 

Diagnéstico: Estrechez rectal y sigmoideana. 
Tratamiento: 12-VII-1939. Laparatomia mediana. 


El pulso radial 


Se explora el sigmoide y se encuentra con lesiones 
estenosantes que impiden su movilizacién. Se hace 
despegamiento de Angulo esplénico y se construye un 
ano iliaco con exteriorizacién de Angulo esplénico de 
colon, Anestesia raquidea alta con novocaina, 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 3-X-1939. Ha engordado 
7 Kg. Trabaja en su profesién de chaufer. Defeca - 
diariamente en la mafiana. No necesita usar la pinza 
la que guarda para ciertas ocasiones. El tinel 
cuténeo es permeable. 

15-IV-1941.—El enfermo continia bien. Aun hay 
alguna supuracién por el recto. Se indican sulfamidos 
y esperamos para su intervencién de extirpacién del 
recto. 

Oss. No. 9.—Hospital de la Cruz Roja. Servicio de 
Cirugia del Dr. Baquero. Historia No. 224. 

M. L.—26 aiios, casado, sexo masculino, raza mes- 
tiza, natural de Caracas, chaufer. 

Diagnostico: estrechez rectal, sigmoideana y en 
descendente. A la laparatomia se observé que las 
lesiones llegaron hasta Angulo esplénico. Asociacién 
de amibiasis y bilharziosis. El Frey fué negativo. El 
estado general de este enfermo era muy precario. 

Tratamiento: Laparatomia mediana. Despega- 
miento de Angulo esplénico. Colostomia iliaca de colon 
transverso. Técnica Cuneo modificada. 9-IIX-1939. 

Postoperatorio inmediato: 14-ITX-1939.—Hay ne- 
crosis del asa exteriorizada. El enfermo continia 
bien. Abrimos ampliamente la piel quitando las su- 
turas y dejando abierto para la salida de las ma- 
terias, la que se hace regularmente. Introducimos 
una sonda por el ano artificial. 

16-IIX-1939.—Sindrome oclusivo. Se practica lapa- 
ratomia. Se encuetra un asa delgada distendida y 
aprisionada por una brida de epiplon. El resto de 
las visceras, normales. Se hace enterostomia. 

22-IITX-1939.—E1 enfermo presenta un estado pul- 
monar con expectoracién abundante sanguinolenta, 
tos y dolor costal. Se llama al Dr. Valencia del Ser- 
vicio de Medicina, en consulta. 

23-ITX-1939.—E]l estado del enfermo es el siguien- 
te: El ano y la enterostomia eliminan bien. El estado 
general cada dia empeora. El] enfermo ha enfla- 
quecido mucho. Su estado pulmonar es cada dia mas 
manifiesto. Un exfmen de esputos demuestra la pre- 
sencia de abundante bacilos de Koch. 

25-IIX-1939.—El1 enfermo muri6 con el diagnéstico 
de Granulia T.B.C. 

Oss. No. 10.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 383. 

P. B.—24 afios. Sexo femenino, natural de Mai- 
quetia, casada. 

Diagnéstico: Estrechez rectal a virus linfogranu- 
lomatésico. 

Tratamiento: Colostomia 
Técnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 23-IIX-1940. Se siente bien. 
Defeca cada 24 horas. Siente ganas. de defecar y 
ig hacerlo bien. Muy poca supuraci6n por el recto. 

o usa pinza. Ano artificial estéticamente muy bien. 

23-V-1941. La enferma ha engordado mucho. 
Continia muy bien el funcionamiento de su ano. Se 
ocupa dei negocio de comercio y viaja constante- 
mente a Curacao. Se siente contenta y no le pesa 
haberse operado. 

Oss. No. 11.—Clinica Gonzélez Lugo.—Historia 
No. 1719. 

C.C.—40 afios de edad, natural de Barinas. Casada. 

Diagndéstico: Estrechez rectal linfogranulomatésica. 


definitiva continente. 
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Tratamiento: 20-II-1940. Colostomia definitiva con- 
tinente. Técnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardfo: Present6 una eventracién 
por ensanchamiento de la brecha aponeurética que da 
paso al asa intestinal. 5-II-1941—Se hace cura 
operatoria de eventracién. Resultado: curaci6n. 

Su ano marcha bien. No usa la pinza. Sus lesiones 
rectales estan cicatrizadas. 

Oss. No. 12.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 366. 

M.A. 36 afios de edad, sexo femenino, raza mestiza, 
natural de La Victoria. Casada. 

Diagnéstico: Estenosis rectal a virus poradénico. 

Tratamiento: Ano iliaco definitivo. Técnica Cuneo 
modificada. Anestesia raquidea baja. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 15-I[V-1941.—Ano muy bien. 
La enferma ha engordado 10 Kg. Contrajo matri- 
monio y lleva una vida matrimonial muy feliz. Sus 
relaciones sexuales son normales. 

Rectoscopia. Las lesiones del recto estan cicatri- 
zadas. No hay supuracién. 

Enferma curada. Usa su pinza en ocasiones para 
la contencién que regularmente hace bien. 

Oss. No. 13.—Hospital de la Cruz Roja.—Servicio 
de Cirugia del Dr. Baquero. Historia No. 544, . 

L. R.—38 afios de edad, sexo femenino, natural de 
Turmero, divorciada. 

Diagnéstico: Reetitis infiltrativa tipo estenosante 
a Nicolas y Favre. 

Tratamiento: 29-III-1941.—Colostomia ilfaca de- 
finitiva continente, técnica Cuneo modificada. Anes- 
tesia raquidea. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 17-VI-1941.—Ha engordado 
5 Kg. Su estado general es magnifico. El ano fun- 
ciona muy bien. No usa pinza hasta hoy por no 
tenerla. 

Oss. No. 14—Hospital de la Cruz Roja. Servicio de 
Cirugia del Dr. Banquero. Historia No. 108. 

A.W.—24 afios de edad, sexo masculino, natural 
de Barquisimeto, soltero. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 16-IV-1938.—Ano iliaco definitivo 
continente. Técnica Cuneo modificada. 

Postoperatorio inmediato: Se produjo una necrosis 
del cabo exteriorizado. Se abrié la herida que cubria 
esta asa y se dejé abierta ampliamente. Quedé un 
ano sin trayecto subcutdéneo. El resto del postopera- 
torio sin novedad. 

Postoperatorio tardio: El ano qued6 sin continencia. 
Se somete en 12-IIX-1939 a neuva intervencién quir- 
Grgica para hacer un ano continente. Laparatomia 
mediana. Desprendimiento del Angulo esplénico del 
colon por debridamiento del ligamento frenocdlico 
izquierdo. Incisién del colon esplénico. Sutura del 
cabo inferior sero-musculosa. Formacién del ano 
iliaco definitivo. Técnica Cuneo modificada. 

2-XII-1940.—E] enfermo est4 bien. Ha engordado. 
Su ano funciona satisfactoriamente. Usa la pinza en 
ocasiones. Continia la supuracién del recto. El ori- 
ficio del ano primitivamente gangrnado ha cerrado 
espontaneamente. 

Oss. No. 15.—Hospital Vargas. Servicio de 
Cirugia No. 2.—Historia No. 958. 

B.F. 26 afios de edad, sexo femenino, raza negra, 
natural de Curiepa, soltera. 

Diagnéstico: Estrechez rectal a virus poradénico. 

_Tratamiento: Colostomia izquierda definitiva. Téc- 
nica Cuneo modificada. 4-XII-1940. 


PERMANENT LEFT ILIAC COLOSTOMY : 


Postoperatorio inmediato: normal. 
Postoperatorio tardio: ano funciona bien. Conti- 
nencia bien. 


Oss. No. 16.—Hospital Vargas. Servicio de Cirugia 
No. 2. Historia No. 389. 

D.P.—26 afios de edad, sexo femenino, natural de 
Margarita, soltera. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 8-XI-1939.—Ano ilfaco definitivo. 
Técnica Cuneo modificada. Anestesia general con éter. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: las lesiones del recto no han 
cicatrizado. Se hizo extirpacién abdomino perineal. 
18-I-1940. 

15-VI-1941.—La enferma esté bien. Muy gorda. 
Su ano funciona bien. No usa la pinza por no neces- 
itarla, pero la guarda en su bolso para caso de necesi- 
dad. Ha continuado su oficio de lavandera. Su vida 
sexual es normal. 


Oss. No. 17.—Hospital Vargas.—Servicio de 
Cirugia No. 2.—Historia No. 370. . 

M.P. 30 afios de edad, natural de Ciudad Bolivar, 
sexo femenino soltera. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 23-XI-1939.—Ano ilfaco definitivo. 
Técnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: Tres meses mas tarde se 
practicé una extirpacién abdomino perineal del recto. 
La enferma se encuetra en estado normal. Su ano 
funciona bien. Hay continencia necesidad de pinza. 

Oss. No. 18—Hospital Vargas. Servicio de Cirugia 
No. 2. Historia No. 4146. 

M.T.—18 aiios de edad, raza mestiza, natural de 
Altagracia de Orituco, soltera. 

Diagnéstico: Estrechez rectal a virus poradénico, 
Ingresa a este servicio enviada de un asilo en donde 
esta reclufida por incapacidad social. Hace un afio le 
fué hecho un ano umbilical. La enferma sufre de 
crisis diarreicas constantes, incontinencia del ano 
prolapso de ambos extremos. Esto le imposibilita todo 
trabajo. Su vida no es posible de este modo. 

Tratamiento: Cierre extraperitoneal de ano trans- 
verso. Laparatomia mediana. Exploraciém. Las 
lesiones son muy altas y se secciona el ligamento 
freno-célico izquierdo con despegamiento del angulo 
esplénico del colon donde se hace la seccién del colon. 
Formaci6on del ano iliaco definitivo. 

Postoperatorio inmediato: normal. 

Postoperatorio tardfo: La enferma ha engordado. 
Se ha qnedado trabajando en el mismo Hospital de 
auxiliar de enfermera en una sala de medicina. 

El recto no supura. La continencia es buena. No 
han vuelto crisis diarrefcas. El aspecto estético de su 
nuevo ano y su continencia le han permitido renovar 
sus relaciones sexuales. 

Oss. No. 19.—Hospital Vargas. Servicio de Cirugia 
No. 2.—Historia No. 13.634. 

G.G. 26 afios de edad, sexo femenino, natural de 
Zaraza, viuda. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: Operacién No. 1113. 2-II-41. Ano 
iliaco definitivo Técnica de Cuneo modificada. 

Postoperatorio inmediato: normal, 

Postoperatorio tardfo: Ano bien. La enferma lleva 
una vida normal. 

Oss. No. 20.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 318. 

E.F.—41 afios de edad, sexo femenino, natural de 
Maracaibo, soltera. 

Diagnéstico: Estrechez rectal a virus poradénico. 
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Tratamiento: Ano iliaco definitivo. Técnica Cuneo 
modificada. 

Postoperatorio inmediato: Normal. 

Postoperatorio tardio: ano funciona bien. 

Oss. No. 21.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 505. 

T. J. 28 afios de edad, natural de Los Teques. 

Diagnéstico: Rectitis infiltrativa estenosante a 
virus poradénico. 

Tratamiento: Ano iliaco definitivo.—Técnica Cuneo 
modificada. 

Postoperatorio Inmediato: normal. 

Postoperatorio tardfo: 14-V-1941.—Ano funciona 
bien. Orificio de 2 em. de diametro. Continencia 
relativa buena. Usa‘la pinza cuando va de fiestas. 
Vida sexual normal. 

Oss. No. 22.—Hospital Vargas. Servicio de Cirugia 
No. 2.—Historia No. 189. 

M.T.—34 afios de edad, natural de Zaraza, sexo 
femenino. 

Diagnostico: Estrechez rectal a virus poradénico. 

Tratamiento: °11-1V-1938. Ano iliaco definitivo. 
Téenica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardfo: Seis meses después le fué 
practicada la extirpacién del recto por via abdomino 
perineal. Tres meses mas tarde estaba definitivamente 
curada y regres6 a su pueblo en estado normal. 

Oss. No. 23.—Hospital Vargas. Servicio de Cirugia 
No. 2.—Sala 19.—Historia No. 1953. 

R.B. 36 afios de edad, raza blanea, natural de 
Ciudad Bolivar, soltera. 

Diagnéstico: Ano umbilical prolapsado. Estrechez 
rectal a virus poradénico. La enferma acude al Ser- 
vicio No. 2 porque el estado actual no le permite 
llevar vida social. 

Tratamiento: 29-V-1940.—Cierre extraperitoneal de 
ano umbilical Colostomfa iliaca definitiva. Técnica 
Cuneo modificada. 

Postoperatorio inmediato: 
cicatrizacién de sus heridas. 
ano umbilical. 

Postoperatorio tardfo: 11-I-41—La enferma re- 
gresa del interior (Barcelona) Solamente a que con- 
trolemos su ano. Se siente contenta. Su continencia 
es magnifica, No usa pinza sino en casos urgentes. El 
recto no supura. 


Oss. No. 24.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero.—Historia No. 505. 

T.J., 28 afios de edad, raza blanca, sexo femenino, 
natural de Los Teques. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: Colostomia definitiva continente. 
Técnica Cuneo modificada. 15-II-1941. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: Ha engordado cinco kilos. 
25-III-1941. Su ano muy bien. Usa la pinza casi de 
continuo cuando sale a la calle. Estética muy bien. 
Lleva su vida social. 


Oss. No. 25.—Hospital Vargas. Servicio de Cirugia 
No. 2. Historia No. 14646. 

C.F.—27 afios de edad, raza blanca, obrero, natural 
de Caracas, soltero. 

Diagnéstico: Estrechez rectal a virus poradénico. 

Tratamiento: 16-V-1941. Colostomia iliaca defini- 
tiva. Técnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardfo: El enfermo ha engordado 
seis kilos. Ha retornado a su trabajo. La continencia 
sin pinza es muy buena. Con su uso es definitiva. 


normal. A diez dias 
Se obtuvo el cierre del 





Oss. No. 26.—Clinica Gonzd4lez Lugo. Servicio del 
Dr. Baquero. Historia No. 1968. 

C. de S. 38 afios de edad, natural de Ciudad Boli- 
var, casada. 

Diagnostico: Estrechez rectal y sigmoideana a virus 
poradénico. 

Tratamiento: Laparatomia exploradora. Existen 
lesiones infiltrativas en recto, sigmoide y parte del 
descendente. Se practica des prendimiento del 4n- 
gulo esplénico y ano iliaco definitivo continente sec- 
cionando colon en Angulo esplénico. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 9-V-1941.—La enferma ha 
engordado 15 Kg. Ha vuelto de nuevo a sus activi- 
dades sociales. Una rectoscopia practicada demuestra 
todavia algunas lesiones rectales. La continencia del 
ano es satisfactoria sin pinza. Con el esfinter me- 
c4nico es definitiva. Este lo usa para asistir a la 
fiestas. 


. BIBLIOGRAFIA 


1. Mayo, Ch. W., and Wilson, W. D., Palliative Colocolos- 
tomy for inoperable malignant lesions ‘of the colon. Surg. 
Gynec. & Obst., 69:110, 1939, 

2. Mandl, Fr... Maintenance of continence in operations for 
carcinoma of the rectum. J. Internat. Col. Surgeons, 3:11, 
1940. 

3. Yodice, A., y A. Giordano, Ventajas del ano contra 
natura previo, en las enfermedades estenosantes del recto, 
Semana Méd., 1:146, 1939. 

4. Alglave, P., Au sujet d’une technique d’exclusién~ du 
rectum applicable au traitment de sou retrécissement par 
maladie de Nicolas y Fabre, Mem. Acad. Chir., 23:970, 1939. 

5. Soupault, M. R., Maladie de Nicolas et Fabre du rectum, 
Mém. Acad. Chir., 23:1024, 1939. 

6. Hartmann, H., Du rétablissement de la continuitité in- 
testinale en cas de résectién recto- colique suivre d’anus arti- 
ficiel, Mém. Acad. Chir., 23:969, 1939. 

ve Wil moth, R., La fermeture © <e des anus 
artificiels, Mém. Acad. Chir., 13 :548, 

8. Duval, P., Fermeture jntra- by a des anus contra 
nature. Statistique, Mém. Acad. Chir., 12:525, 9. 

9. Schoemaker, J., Maladies du colon, excepté les cancers. 
X Congrés So. Internat. Chir., 3:363, 

10. Guibé, Hernie étranglée de intestin gréle dans un pro- 
lapsus du gros intestin au niveau d’un anus artificiel sig- 
moidien, Jour. Chir., 12:630, 1914. 

11. Barbier, Trois cas d’anus contra nature colique, suises 
de plais de l’abdomen, traités par la colectomia totale ou 
partiele, four. Chir. 23:202, 1924. 

12. Hohlbaum, J., Fermeture des anus contra nature, Jour. 
Chir., 24:229, 1924. 

13. Kappis, Max, Plastie par canal cutané pour la fermeture 
de l’anus iliaque, Jour. Chir., 24:617, 4. 

14. Goldschmidt, Reconstitutién d’un sphincter dans |’anus 
contra nature, Jour. Chir., 25:490, 1925. 

15. Kleinschmidt, ftablissement d’un anus contre nature 
page par le méthode de Kurtzahn-Haeker. Jour. Chir., 

16. Neuhoter, penn tention de l’anus contra nature, Jour. 
Chir., 26:96, 1925. 

17. Polloson et Comte, Cure chirurgicale des anus contre 
4 Jour. Chir. 27:649, 1926. 

Del lore, Mallet-Guy, et Vachey, Du traitement direct, 
ule, péritonéal, dans la cure des anus contre nature et des 
fistules pyo-stercorales, Jour. Chir., 29:73, 1927. 

19. Krugloff, Modification technique a 1’établissement d’un 
anus contre nature continent, Jour. Chir., 29:74, 192 

20. Mallet-Guy, P., et ftienne- Martin, M., Grands prolapsus 
des anus iliaques gauches et leur complication d’étranglement, 
Jour. Chir., ie (aaa 1929. 

21. Bedarida (N. V.) Application de la striction de Par- 
ee ht 4 la suppression des anus contra nature, Jour. Chir., 

a2. PW heang Résection totale du gros intestin pour mégacalon, 


avec contribution 4 l’étude de l’anus artificiel, Jour. Chir., 
36:803, 1930. 

23. Steindl, Entretien des anus artificiels, Jour. Chir., 39: 
604, 1932. 


24, Douglas, M., Reconstitution de l’urétre et du sphinter 
vésical au moyen des muscles releveurs de l’anus, Jour. Chir., 
“ark ie Tech d’ 1 1 épip! 

ubert, Technique d’anus latéral 4 éperon épiploique, 
Jour. Chir., 40: 649-658, 1932. 








o del 
Boli- 
virus 


cisten 
e del 
1 4n- 
> sec- 


ia ha 
etivi- 
iestra 
a del 
r me- 
a la 


»colos- 
Surg. 


ns for 
$:11, 


contra 
recto, 


n> du 
it par 

1939. 
-ctum, 


ité in- 
$ arti- 


anus 
contra 
incers, 


n pro- 
1 sig- 


suises 
le ou 


Jour. 
neture 
l’anus 


nature 
Chir., 


Jour. 
contre 


direct, 
et des 


; d’un 


lapsus 
=ment, 


. Par- 
Chir., 


calon, 
Chir., 


5 S92 


hinter 
Chir., 


loique, 








26. Ryal (Ch)., Nouvelle méthode pour obtenir un sphinter 
continent aprés colostomie, yer Chir., 3:324, 1909. 

27. Fitzwilliams, Ps Tube perfectionné pour colostomie, 
a % Chir., 8:315, 1912 

McGavin, La colostomie transverse comme opération 

i aoe Chir., 11:102, 1913. 

2 istrunck, Les colostomies définitives, Jour. Chir., 15: 
~. 1918-20. 

0. Rankin, Colostomie et resention pices dans le 
Fb Be du rectum, Jour. Chir., 31:789, 1928. 

31. Gabriel, W. B., mperforation anale Hh. par eectente 
chez un nouveau-né; fermeture de la colostomie a l’age 
ans, Jour. Chir., 38: 263, 1931. 

32. Pauchet, "Presentation de nouveau cases d’anus iliaque 
continent. Amputation abdomino-perineale du rectum, Paris 
eg 14:426, 1922. 

unéo, Bernard, Nouveau methode pour la formatién 
d’anus jliaque content, Presse Med., 30:333-335, 1922. 

34. Schmied = lation of stools with artificial anus. 
a Chirurgie. ti -1139, Nov. 15, 1929. 

Lambret, ‘Srebonite. or gutter spout-shaped iliac anus. 
Presi Med., 33 :183- 187, Geb. 11, 1927, Consulting Bureau 
igest. 

36. Barnes, Frank L., Left iliac colostomy as an operation 
of expediency in cases of Inoperable rectovaginal fistulae as- 
sociated with stricture of the rectum, Texas State J. Med., 10: 
503-505, April, 1914-15. 

37. Santeliz, Pedro A., Las estenosis rectales. Sindrome 
ano-recto-perineo-genital. * (Monografia. ) Tésis doctoral de la 
Universidad Central de Venezuela, 1939. 

38. Rodriguez Diaz, Luis H., La Enfermedad de Nicolas- 
Favre o cuarta enfermedad venerea. Tésis doctoral de la Uni- 
versidad Central de Venezuela, 1940. 

39. Pérez Carrefio, Estado actual del tratamiento de la 
estenosis del recto, Bol. Hospit. Caracas, No. 1, Oct., 1937. 

40. Professor Jaffe y Miguel Pérez Carrefio, Consider- 
aciones_ generales sobre el Sindrome Ano-Rectal_Perineo- 
Genietal debido al virus poradénico. Boletin de los Hospitales. 
de Caracas, p. 328. Afio 1937-38. 

41. Kischner, M., Tratado de Técnica operatoria general y 
especial. _ Editorial Labor. S. A. Tomo V. 1936. 

42. Spivack, J. L.. Técnica quirurgica en las operaciones 
abdominales, Union a ditorial, 1937. 

43. Maingot, Rodney, Post- -graduate surgery, vol. 1, 
Appleton Century, London, 1936. , 

44. Horsley y Bigger, Cirugia operatoria. Editorial Union 
Tipografica. 1940. 

45. Testut, L., et Jacob, O., Traité d’anatomie topo- 
graphique, Gaston Doin, Paris. 1929. 

5 Thorek, Max, Modern Surgical Technic, Lippincott Co., 


47. Christmann Ottolengahi, Técnica Quirurgica. Edit. El 
Ateneo: Buenos Aires. 1940. 

48. Lewis, Dean, Practice of surgery, W. F. Prior Com- 
pany. 
49. Guibé, M., Chirurgie de l’abdomen. Precis de technique 
> par les Prosecteur de la Faculté de Paris, Masson 
et abe aris. 

. Luciani, Domingo, Estenosis segmentaria aislada de 
od poradénico en el colon descendente, Gaceta Méd. Cara- 
cas, 1941, 

51. Borjas, pando, Revista de la Sociedad de Estudiantes 
de Medicina, No. 13, 5. 


RESUMEN 


El tratamiento de un gran ntimero de 
enfermos afectos de estenosis rectales a 
virus poradénico, a los que se les ha 
practicado una colostomia definitiva, 
me ha dado la ocasién para modificar 
algunas técnicas en las intervenciones 
de esta indole, siempre con el objeto de 


que los pacientes adquieran un ano con- 


tinente definitivo, que les permita 
Servirse de sus intimas actividades 
funcionales. 
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La continencia verdadera y no la reg- 
ularizacién de las materias fecales en 
los sujetos colostomisados, se habra de 
intentar a todo trance si es que se quiere 
obtener algo tolerable en personas 
jovenes, en plena actividad social. Para 
aleanzar esta continencia, se indican 
muchos procedimientos, entre otros los 
siguientes: dieta; uso del aparato recep- 
tor; pelota oclusiva; modificaciones del 
calibre del asa intestinal; paso del asa 
aferente al través de un misculo estri- 
ado; conduccion del asa aferente por un 
trayecto subcuténeo mas o menos largo 
(método de Frank). De tales procedimi- 
entos se hace una ligera descripcién con 
ilustraciones explicativas. Luego me 
ocupo de los pormenores de aquellosque 
utilizan un esfinter mecanico, para for- 
mar un tiinel cutaneo por debajo del asa 
aferente, con el fin de obtener la com- 
presion del asa intestinal exteriorizada 
y en consecuencia, una segura contin- 
encia. 


Los métodos que utilizan el esfinter 
mecdnico, son; Kurtzahn, Haecker, 
Kischner, Cuneo, etc. Este ultimo es el 
que se relaciona con este trabajo, en el 
que hago constar las modificaciones de 
Corachan y del suscrito, sobre su técnica. 
En dibujos esquematicos explico amplia- 
mente los tiempos operatorios de la 
colostomia ilfaca definitiva. En par- 
rafos siguientes, acerca de los cuidados 
postoperatorios, la contencién del ano 
y la descripcién del esfinter mecanico 
utilizado para tal fin. Termino, dejando 
conocer los resultados y los accidentes 
sin importancia en 26 enfermos colos- 
tomisados, cuyas observaciones van al 
final del trabajo. Igualmente hago es- 
pecial mencién de las criticas que 
pudieran dar lugar estos métodos, 
dificiles de hacerlas prosperar por no 
venir acordes con el concepto patogénico 
y las descripciones anatomopatolégicas 
de los enfermos observados. 
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Me han servido de consulta para este 
trabajo, mas de cincuenta citas_ bibli- 
ograficas, los archivos del Servicio de 
Cirugia del suscrito en los Hospitales de 
la Cruz Roja y Servicio de Cirugia No. 2 
y Anatomia Patolégica del Hospital 
Vargas, todo ello en comprobacion de la 
técnica expuesta. 


RESUME 

Ayant soigné un grand nombre de 
malades atteint de sténose rectale con- 
sécutive 4 un lymphogranulome venere- 
um chez lesquels une colostomie gauche 
iliaque avait été établie, l’auteur a modi- 
fié la technique de cette opération dans 
le but principal d’obtenir une continence 
efficiente. 

Tout malade porteur d’une colostomie 
qui désire mener une vie active doit 
avoir une continence absolue; cela est 
aussi important sinon plus, qu’une régu- 


larité des selles. Pour achever ceci, 
beaucoup de moyens ont été employés: 
régime alimentaire, emploi d’un récep- 
tacle, recours a des obturateurs, modifi- 
cation du calibre de l’anse intestinale 
interessée, insertion de l’anse intestinale 
a travers le muscle, implantation l’anse 
afférente dans un tunnel sous-cutanée. 
Tous ces procédés sont analysés et illus- 
trés par Gonzalez. 

L’auteur décrit ce qu’il désigne 
‘‘sphincter mécanique.’’ Ce ‘‘sphincter 
mécanique’’ obtient la continence par la 
compression de l’anse intestinale ex- 
terne, au moyen d’un appareil compres- 
sif. L’auteur décrit la modification du 
procédé de Cuneo effectué par lui et 
Corachan. L’auteur décrit et illustre la 
technique de colostomie iliaque gauche 
et les soins post-opératoires qu’il em- 
ploie pour obtenir un anus artificiel con- 
tinent. Il analyse 26 cas et répond aux 
differentes objections que sa méthode a 
soulevées. 
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Modified Barraquer Suction Cataract Operation* 
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lems of cataract surgery there is 
no doubt about the superiority 
of intracapsular over extracapsular 
methods. Clear media with no need for 
repeated needling operations; lower in- 
cidence of postoperative inflammatory 
reactions; and avoidance of the depress- 
ing period of waiting for cataracts to 
ripen are all well recognized advan- 
tages of intracapsular methods. 
Barraquer’s method of utilizing a 
vacuum to remove cataracts in their en- 
tirety is the only important original 
technic to be perfected in the past twen- 
ty years. Although many surgeons still 
remain ingenuously bewildered at so 
radical a departure from older methods, 
it is well within the bounds of possibility 
that Barraquer’s suction method of 
total cataract extraction may become 
the universal method of the future. 
That many general ideas regarding 
the Barraquer suction cataract oper- 
ation have never been adequately under- 
stood and that others pertain to an 
earlier and now outmoded stage in the 
evolution of the technic is not univers- 
ally recognized. It is the earnest desire 
of the writer to call attention to a need 
for revision of many of these concepts. 
Although there is little disagreement 
as to the essential features of the suc- 
tion technic, there is no unanimity in 
regard to the minor details and the 
manner of performing each maneuver. 


é i THOSE familiar with the prob- 





“Presented at the International Assembly of the 
International College of Surgeons, Mexico City, 
August, 1941. 





The size of the corneal incision, the type 
of iridectomy, the amount and manner 
of applying the vacuum, inversion or 
tumbling of the lens, the size and shape 
of the vacuum cup and the method of 
suturing the wound are all matters of in- 
dividual preference among the surgeons 
who use the suction technic. 

In the writer’s technic the lower lac- 
rimal punctum is dilated at the begin- 
ning of the operation and 1 to 2 c.c. of 
1:3000 bichloride of mercury in petro- 
latum (White’s ointment) is injected 
directly into the lacrymal sac. This has 
a twofold purpose: (1) it destroys any 
infectious organisms that may be lurk- 
ing in the lacrimal passages; (2) it pre- 
vents the gastric upsets which frequently 
result from the toxic effects of excessive 
and rapid absorption by the nasal and 
pharyngeal mucosa of many of the sol- 
utions which drain through the lacrimal 
passages from the conjunctival sac. 

Akinesis may be obtained either by 
the method of O’Brien or by that of Van 
Lint, or by a combination of both meth- 
ods. Lid anesthesia is not important 
but it adds to the patient’s comfort and 
may be easily attained by injecting a 
few c.c. of a solution of 2 per cent pro- 
caine with adrenalin into the subcutan- 
eous tissues of the lids. Retrobulbar 
injection of 1.5 ¢.c. of the same solution 
produces a deep anesthesia of the en- 
tire globe and temporarily reduces the 
intraocular tension. 

Lid control is most efficiently obtain- 
ed by the method of Horner which elim- 
inates the work of an assistant and 
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removes one pair of hands from a 
crowded operative field. The sutures 
are placed in the lid at the, beginning 
of the operation. A speculum is used 
only until the corneal section and iris 
incision have been made and the corneo- 
scleral sutures have been placed accord- 
ing to the method a Barraquer. The 
speculum is then removed before de- 
livering the lens and thenceforth the 
lids are controlled by the sutures 
weighted with small hemostats. 

Barraquer’s original ideas regarding 
the importance of an interrupted or 
pulsating vacuum have been discarded. 
In my own extensive experience with 
the suction technic I have been impress- 
ed with uselessness of tumbling or in- 
verting the cataract into the anterior 
chamber. I have found that the contrac- 
tion of the lens by the application of 
the suction cup, plus rotation of the 
lens in the plane of its equator in the 
patellar fossa without disturbing the 
vitreous, is sufficient to rupture the zon- 
ule in over 90 per cent of the operations. 
The cataract can then be easily delivered 
by slight traction with the suction end 
piece and gentle pressure on the cornea 
below. 

Considering the anatomy of the eye 
and the physical problem involved in the 
direct extraction of cataract by the util- 
ization of a pneumatic forceps, it is not 
surprising that vitreous loss is neither 
an imminent danger nor an important 
complication. The crystalline lens is 
suspended by the zonular fibres which 
extend from the anterior and posterior 
capsule of the lens in the region of the 
equator to the ciliary valleys and proc- 
esses of the ciliary body. These zonu- 
lar fibers form an open net work through 
which aqueous filters and also affords a 
direct open pathway between the retro- 
lental space and the posterior chamber. 
The posterior chamber and the anterior 





chamber are directly continuous through 
the pupil. In other words, after the eye- 
ball is opened, atmospheric pressure is 
transmitted directly through the pupil 
and the interspaces between the zonular 
fibers to the anterior condensation layer 
of the vitreous. Therefore when the 
vacuum cup is placed on the anterior 
capsule of the lens with the wound held 
open the vacuum is not transmitted to 
the vitreous. Atmospheric pressure is 
not removed from the anterior vitreous 
surface nor from the posterior surface 
of the lens. 

The suction operation is the only 
intracapsular cataract technic in which 
the surgeon modifies and adapts certain 
maneuvers and a precise machine con- 
trolled force to suit the stage, type and 
physical condition of the cataract. In 
all other types of cataract operations 
the technic is either designed for one 
particular state of development or a 
certain type of cataract, or it is most 
efficient in dealing with a certain state of 
development or a certain type of cata- 
ract. One does not often encounter .a 
patient with cataract in which all of the 
conditions considered ideal for a for- 
ceps extraction are present at the same 
time. The same is true of the conditions 
considered necessary for a satisfactory 
capsulotomy operation. In fact, the 
timeworn and evasive admonition, 
‘“‘Wait until your cataracts are ripe,’’ 
has been so widely and extensively 
accepted that it is not at all unusual to 
see patients with glaucoma, optic 
atrophy and retinal vascular disease 
who have waited placidly, ignorantly 
and patiently until they became entirely 
blind before seeking a physician’s advice 
about their eye troubles. 

It should be generally understood 
that 100 per cent corrected visual acuity 
is obtainable in every case operated by 
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the intracapsular suction technic with- 
out complications, providing that the 
parts of the visual apparatus other than 
the lens are normal. However, since in 
many cases ocular structures other than 
the crystalline lens have undergone 
pathologic changes, normal visual acu- 
ity is not always to be expected. Statis- 
tics regarding visual results are there- 
fore of little value unless accompanied 
by extensive and modifying pathologic 
descriptions. 

Statistics from carefully kept records 


of a large series of suction operations 
show that the suction operation is highly 
successful permitting intracapsular ex- 
traction in over 95 per cent of the cases 
in which it is attempted. Vitreous loss 
is not a common or serious complication. 

On the combined basis of complete 
removal of the cataract minimal com- 
plications, and best possible visual re- 
sults, the conclusion is reached that the 
suction operation stands out among 
the best surgical technics for removal 
of cataracts. 











BOARD OF REVIEW OF MEDICO-SURGICAL MOTION 
PICTURES OF THE INTERNATIONAL COLLEGE OF 


SURGEONS 
Within the membership of the International College of Surgeons 
are several pioneers in the early use of film for medical and 


surgical teaching purposes. Profiting by the observations these 
men have made over a period of years, the Board of Trustees of 
the International College of Surgeons at its recent meeting de- 
cided to use its widespread membership to further the apprecia- 
tion and still further development of this method of teaching. To 
do this, it has established the Board of Review of Medico-Surgical 
Films. This Board will review any surgical or medical film sent to 
it and will grant the use of a special trailer as a seal of approval 
in those instances where the standards of the Board of Review are 
met with. The Board is at present compiling a very extensive 
catalog of all existing films in these fields and will place these 
data at the disposal of the profession as well as members and fel- 
lows of the College. Members of the Board of Review will function 
under the Chairmanship of Dr. Joseph Franklin Montague. 
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those which have, and retain, a pedi- 

cle containing veins, lymphatics, 
arteries, and nerves; and, if possible, 
sensory and motor sympathetic nerve 
elements. All such elements normally 
accompany the arteries, the presence of 
which can be ascertained by palpation. 

These vascular elements must not be 
dissected out, but must be left in situ pro- 
tected by a layer of connective tissue in 
order not to expose them and not to di- 
vide the vascular branches near the main 
vessels, thus avoiding clotting of the 
main vessels by dividing the principal 
stems. The pedicle is never cut through 
and henceforth effects new innervation 
and new circulation of the area, espe- 
cially in cases of devitalized ulcers. 

These biological pedicles should. be 
used wherever possible in regions where 
main vessels are to be found, and the in- 
clusion of skin avoided in the pedicles 
wherever possible or practicable, be- 
cause the skin contains only capillaries 
which are shut off by the torsion. 

Thus Dieffenbach’s rule to insure the 
life of a flap by retaining a large skin 
pedicle is in error: it is not the skin tis- 
sues, but the loose subdermal structures 
which contain the essential vascular and 
neurologic elements for successful trans- 
plantation. Another rule of Dieffen- 
bach’s is also incorrect: namely, to cut 
any visible artery in the pedicle in order 
to avoid a plethora which might cause 
necrosis of the flap; plethora occurs only 
when the veins and lymphatics fail to 
drain the excess blood, lymph, and toxins 
produced by cell dissimilation. 

J. S. Davis, in his book (1919), advo- 
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cated Dieffenbach’s principles. Recent- 
ly, however, he has stated that Gersuny 
and Dunham have used ‘‘island flaps’’ (a 
particular kind of biological flaps which 
I introduced). This is incorrect. Ger- 
suny did not use the term ‘‘island flap,’’ 
neither did he suggest that the pedicle 
should contain the principal vessels and 
nerves. In the only case he reported he 
used a pedicle without skin and contain- 
ing no main vessel or nerves. As a re- 
sult, the flap became partly necrotic. 

In the one case reported by Dunham 
the pedicle did contain a principal ar- 
tery, but he did not lay down the com- 
plete set of principles of ‘‘biological 
flaps’? as devised and described by me 
for general use. Dunham cut the artery 
by dividing the flap pedicle, whereas. I 
have pointed out that in biological flaps 
the vascular and nerve structures must 
never be disturbed. 

During my sojourn in the United 
States I was consulted concerning a 52 
year old patient of Drs. Clement L. Mar- 
tin and Joseph C. Schaefer, Chicago. 
The patient suffered from ulcers of the 
perineum resulting from x-ray burns. 
The ulcers had persisted despite at- 
tempts over a long period of years to 
heal them. 

Histologic studies of excised portions 
of these ulcers showed, besides hyper- 
plastic elements, no indications of the 
existence of carcinoma or tuberculous 
changes. 

Dr. Martin, who has had wide experi- 
ence as a proctologist, first at the Mayo 
Clinic and later at Loyola University, 
was first consulted. He and Dr. Schaefer 
used a long buttock flap with a large 
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pedicle, fixed posteriorly to the anus, 
over the entire surface of the perineum 
after the ulcerous skin was excised. 
Though the operation was _ technically 
perfect, it was not successful in this case, 
because only biological flaps insure con- 
stant results in the case of x-ray and 
radium burns. 


Fig. 1. The ulcers. 

After the ulcerous surface on the 
perineal wound was excised, a biological 
scrotal flap was applied. (Biological 
scrotal flaps should be used for cases 
such as that described or for the rectum, 
passing it under the sphincter in the lat- 
ter case. This conserves the anterior 
and lateral supply for use on the penis, 
thigh, and lower abdomen.) In the case 
described the veins and the posterior 
scrotal artery, being branches of the 
pudenda interna, and the posterior scro- 
tal nerves were cut; some other branches 
of the perineal nerves and sympathetic 
nerve branches from the plexus pu- 
dendus were conserved. For the most 
part the medial hemorrhoidal nerves 
must be sacrificed. 

The vessel and nerve elements should 


be carefully dissected and protected, and 
the incisions should be made so that only 
those elements that it is necessary to 
sacrifice will be cut. 

The dorsal part of the scrotum was 
fixed by using metal sutures on the de- 
vitalized x-ray wound; an adhesive strip 
over the raphé and sacrum was the only 
means used to keep the skin dry. After 
three days the nervous patient tore off 
the adhesive strap, beginning this de- 
tachment from the sacrum. The scrotum 
had to be replaced on the wound and 
fixed with a new set of sutures. Natur- 
ally the prognosis was now worse, since 
healing per secundum seemed inevitable. 
Nevertheless, an efficient healing took 
place. 


Fig. 2. The healed result. 

This case interested me because it 
proved the value of the biological flap in 
such desperate cases. Tissues necrosed 
by x-ray typically lack vitality, the capil- 
laries are obliterated, and eventually be- 
come cancerous. These biological flaps 
have such vitalizing powers that they 





170 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


insure not only their own nourishment 
and drainage in cases where the wound 
is incapable of support, but also inner- 
vate the wound tissues, clearing them of 
toxins and other poisonous excretions by 
means of powerful drainage. 

In these cases the flap is usually at- 
tached with only a few metal sutures. In 
cases where there is danger of contami- 
nation by body secretions (in the region 
of the vagina, anus, eye, nose, ear, etc.), 
metal sutures are most desirable, since 
they are moisture proof, and possess, 
by reason of electrolytic properties, a 
slightly disinfectant action. They hold 
firmly for a long time. Silver, bronze, 
aluminum, steel, copper, or brass do 
equally well. All other sutures which are 
not moisture proof cut through in the 
long run, even without the least tension. 

As drainage along the flap continues, 
it gradually attaches itself to the wound 
and slowly revivifies the area. The sym- 
pathetic nerves may play a role in this 
process. 

The pedicle of the original buttock 
flap, was replaced, but its useless end 
was purposely left posterior to the anus. 
This was done because it is important to 
maintain the patient’s appreciation of 
his former surgical treatment, and sur- 
gery in general. 


SUMMARY 


The author lists the requirements of 
true biological flaps which he introduced 
into plastic surgery. A pedicle which 
contains veins, lymphatics, arteries, 
nerves and, if possible, sensory and mo- 
tor sympathetic nerve elements, should 
be the aim. The pedicle is never cut 
through and continues to effect inner- 


vation of the area. He describes a case 
in which ulcers of the perineum resulting 
from x-ray burns were unsuccessfully 
treated by various methods, but which 
yielded satisfactory results (complete 
healing) when a biological scrotal flap 
was used. 


COLGAJOS ESCROTALES BIOLOGICOS 
SUMARIO 


El autor enumera los requisitos de los 
colgajos biolégicos verdaderos los cuales 
él introduce en cirugia plastica. Un pedi- 
culo que contiene venas, linfaticos, arte- 
rias, nervios y si es posible, elementos 
nerviosos sensorios y motores del sim- 
patico, lo que debe ser el proposito. El 
pediculo nunca se debe de cortar a travez 
y continua inervando el area. El describe 
un caso en el cual ulceras del perineo re- 
sultaron por quemaduras de rayos-x, que 
fueron tratadas sin resultado por varios 
métodos, pero que tuvo resultados satis- 
factorios (cicatrizacién completa) cu- 
ando un colgajo biolégico escrotal fué 
usado. 

RESUME 

L’auteur énumére les desiderata pour 
les lambeaux biologiques qu’il a intro- 
duit dans la technique de la chirurgie 
plastique. Le lambeau doit renfermer 
des veines, des lymphatiques, des ar- 
téres, des nerfs et quand cela est possible, 
des élements moteurs et sensitifs du 
sympathique. Le pédicule n’est jamais 
coupé et continue a innerver la région. II 
décrit un cas de brilure du périnée traité 
sans succés par différentes méthodes 
mais que donna un résultat satisfaisant 
(guérison compléte) aprés 1’emploi d’un 
lambeau biologique scrotal. 








United States Chapter, International College of Surgeons Meeting, Denver, 
Colorado, July 15-July 18. Have you made your reservations? 











Embolism of The Femoral Artery—A Case Report 


LYMAN WEEKS CROSSMAN, M.D., F.A.C.S., F.I.C.S. 


and 


VINCENT HURLEY, M.D., F.R.C.S. (Eng.) 
NEW YORK CITY 


W., 256 year old white female, was 
admitted to City Hospital, New 
* York, on 1-28-41 complaining of 


shortness of breath and precordial pain- 


of one month’s duration. For 8 years 
previous to admission she had noted pre- 
cordial pain, swelling of the ankles and 
dyspnea on effort; these symptoms were 
relieved by rest until one month before 
admission. Deafness had been present 
for the past seven years. 

Physical examination showed a poorly 
nourished female, looking much older 
than her stated age, in no apparent dis- 
tress. There was old bilateral chronic 
middle-ear disease with a perforation of 
the left tympanic membrane; the teeth 
were poor. There were some moist rales 
at the base of both lungs. Examination 
of the heart revealed the presence of a 
systolic bruit which was transmitted to 
the left axilla; the liver edge was palpa- 
ble 1” below the costal margin. The 
peripheral arteries were markedly scler- 
otic; there was moderate edema of the 
feet and legs. The temperature was 
100.2° ; the pulse was 76; respiration 20; 
the blood pressure 146/60; the Blood 
Wassermann was negative. The blood 
sugar 108mg. per 160 ec; the NPN was 
28. The urine contained a small amount 
of albumin. On x-ray and fleuroscopy of 
the chest, enlargement of the heart, par- 
ticularly of the left ventricle, was noted 
with calcification of the aorta; the E.C.G. 
showed auricular fibrillation with a ven- 
tricular rate of 70. The venous pressure 
was 12 em. and the circulation time 
(Lokeline) was 6 seconds. 


Diagnosis: Arterio sclerotic heart dis- 
ease with auricular fibrillation; gener- 
alized arteriosclerosis; chronic otitis 
media. 

Course: The temperature ranged 
around 100° until the fourth day when it 
rose to 102.6°. At this time. there was 
some evidence of bronchopneumonia and 
sulfathiazol was administered. On 2-5- 
41 (9 days after entering the hospital) 
the patient experienced a sudden severe 
pain in the right foot and ealf. Examina- 
tion showed that the foot and lower half 
of the right leg were pale and cold. No 
pulsation could be felt in the dorsalis 
pedis, the posterior tibial and the popli- 
teal arteries; in the femoral artery pul- 
sation was noted as far distallv as the 
middle of the thigh. The oscillograph 
showed no pulsation at the level of the 
ankle and the middle of the calf. There 
was some slight oscillation just below 
the knee. A diagnosis of embolism of the 
right popliteal artery was made. 

Papaverine was administered intra- 
venously; the leg and foot were sur- 
rounded with uncovered ice bazs and an 
endeavor was made to maintain a skin 
temperature of 15° ©. Heparin was 
given by continucus intravenous infusion 
and whisky was given every three hours 
by mouth. This treatmert was continued 
for 16 days during which time the tem- 
perature varied between 100° and 102° 
F. The foot chanr’d slightly in color — 
a slight degree of cvanosis and edema 
being present. The l-wer Jeg, however. 
became definitely changed in color and 
there was a suggestion of a line of de- 
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mareation about the mid-calf. The pa- 
tient was now apparently suffering from 
considerable pain; she was disoriented 
and very restless consequently it was 
decided to amputate the extremity. 


The level of amputation was decided 
upon and three ice bags were placed 
around the middle of the thigh for 15 
minutes. A pure gum rubber tourniquet 
about 1 em. in diameter was placed on 
the mid-thigh and the limb from 2 inches 
proximal to the tourniquet packed in 
chopped ice. Two hours later in the 
operating room the ice was removed, the 
skin wiped, painted and draped. A skin 
incision was made circularly at the level 
of the lower margin of the patella and 
all the soft tissues were divided at this 
level. The knee joint was entered and 
its capsule and ligaments divided so that 
the leg could be removed from the field 
of operation. The patella was dissected 
out of the quadriceps tendon, being ap- 
proached posteriorly. 


The soft tissues were now retracted 
anteriorly and laterally and cleared from 
the shaft of the femur to a distance of 
two inches above the condyles. The 
posterior separation was done leaving 
the attachments of the gastrocnemius, 
popliteus and plantaris muscles on the 
lower end of the femur. The periosteum 
was now divided and the femur sawed 
through. The main vessels were found 
to be completely occluded. In the artery 
it seemed that the occlusion was due to 
the thrombosis which occurs distal to an 
embolus. The artery was slit up for a 
distance of 4 inches and was found com- 
pletely blocked. The main vessels were 
transfixed and ligated. The tourniquet 
was now released and other bleeding 
points secured by transfixion ligation. 
The deep fascia was now approximated 
by a row of interrupted sutures of fine 
black silk; the skin was similarly closed 
with a row of interrupted sutures of 


black silk. No drainage was used. 

The postoperative course was un- 
eventful, the patient was immediately 
relieved of pain and became quite ra- 
tional. Healing occurred by primary 
union. The marked improvement in the 
patient’s general condition has persisted 
to date. 


Examination of the amputated limb 
showed that the main vessels were mark- 
edly sclerotic and thrombosed through- 
out. There was no frank gangrene but 
the tissues of the lower calf were dark 
and the muscles had a dark ‘cooked’. 
appearance. ' 


Comment: Here was the typical case 
seen in hospital practice—a middle-aged 
person with heart-disease, auricular fib- 
rillation, arterio-sclerosis and peripheral 
embolism. The usual course is a short 
period of improvement, then gangrene 
with intoxication and progressive deteri- 
oration. The classic dénouément is a hur- 
ried guillotine amputation under general 
anesthesia followed by shock, infection 
and death. 


This case is being reported for two 
reasons. Firstly the method used to ob- 
tain anesthesia seems to be especially 
appropriate for severely handicapped 
patients as there appears to be a com- 
plete absence of shock. Excellent anes- 
thesia of an hour’s duration is produced 
so that the operation can be carried out 
with the deliberation and attention to 
detail involved in silk-technic. In the 
second place though the attempt to save 
the limb by the use of low temperature 
locally ended in failure it is interesting 
to note that gross gangrene did not de- 
velop though the main vessels were com- 
pletely blocked for sixteen days. It was 
further noted that for fourteen days the 
patient complained of no pain. However 
it was ultimately necessary to resort to 
amputation, because of pain and intox- 
ication. 
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SUMMARY 


A case of embolism of the femoral 
artery is reported. Though the main ves- 
sels were shown to be completely blocked 
throughout, gangrene did not supervene 
in sixteen days of local low temperature. 
Excellent local anesthesia was induced 
by the application of ice and a tourniquet 
for two hours. 


SUMARIO 


Un caso de embolismo de la arteria 
femoral es reportado. Aunque los vasos 


pleto, gangrena no tuvo lugar en 16 dias 
de temperatura local baja. Excelente 
anestesia fué inducida por la aplicacién 
de hielo y un torniquete por dos horas. 


RESUME 


L’auteur rapporte un cas d’embolie de 
l’artére fémorale. Quoique les principaux 
vaisseaux eussent été oblitérés la gan- 
gréne ne survint pas aprés seize jours de 
basse température locale. Une excellente 
anesthésié locale fut obtenue par l’appli- 
cation de glace et d’un tourniquet pour 
deux heures. 


principales estaban ocluidos por com- 





AMERICAN FLYING SERVICES FOUNDATION, INC. 


The American Flying Services Foundation, chartered under the laws 
of the State of New York as a non-profit organization early in 1941, has 
placed many young men in the Air Corps of the Army and Navy who 


would otherwise, because of physical defects, never have had that 
opportunity. 

The regular report of the Medical Division of the Foundation, cover- 
ing activities for the three weeks March 16-April 4, shows that twenty- 
five medical, seventeen surgical, fourteen dental, and ninety-six ambula- 
tory cases were referred to the Foundation by the Army and Navy 
Examining Boards. Seven of these patients were still in the hospital 
April 8. 

These cases represent physical defects which if cleared up would 
permit the applicants to apply for reexamination in the Air Corps. 
Further figures show that twelve young men, after receiving medical, 
surgical and dental care by prominent physicians whose services were 
arranged by the Foundation, were made ready for reexamination. 
Eleven men were sent to hospitals for such care as was necessary ; they 
were treated by participating physicians and surgeons. 

After they had been cared for by the Medical Division of the 
Foundation, six applicants from the State of New York were re- 
examined and accepted by the Army Air Corps and four by the Navy 


Air Corps. 














Herman De Las Casas 


NE of the most zealous and whole- 
() hearted contributors to promot- 

ing the scope and influence of the 
International College of Surgeons is 
Doctor Herman de Las Casas of 
Caracas, Venezuela. He has served as 
Honorary National President and Re- 
gent, International Vice President, 
Chairman of the Committee of Ex- 
change, and Associate Editor of the 
Journal. From the very beginning of 
his affiliation, the enthusiasm which dis- 
tinguishes Doctor de Las Casas in all his 
activities has characterized his efforts 
in behalf of the College. 

The record of his achievements in the 
practice and teaching of surgery, and 
the contributions he has made to surgi- 
cal progress, mark Doctor de Las Casas 
as one of the deservedly eminent men of 
his time. 

Like a silver thread through the his- 
tory of the Latin Americas runs the de 
Las Casas name. For centuries the fam- 
ily was honored in France; names of 
later members illuminated the scroll of 
Spanish history. In the New World the 
family was founded with the advent of 
two brothers who arrived with Colum- 
bus: one, Bartolomed, became a priest 
so beloved that he was known as the 
‘‘Mather of the Indians’’; the other, 
Mariano, settled in Venezuela to estab- 
lish the de Las Casas family there. 

In Caracas, in 1901, Herman de Las 
Casas was born. Early he manifested 
the brilliant gifts which were later to 
mark his entire career. It would seem 
as though the qualities that had distin- 
guished his ancestors converged in him, 
endowing the lad with talents of an 
unusually high order. 

He was sent first to a French Catholic 
school, and the precocity with which he 
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mastered the texts there’ marked his 
progress through secondary schools, 
special courses, and the like, until he 
was graduated from the University of 
Caracas with high honors in medicine. 
His was the singular accomplishment 
of winning first place in both competi- 
tive examinations for internships in 
Medicine and in Surgery. 


From the outset de Las Casas showed 
conspicuous skill in the practice of gen- 
eral surgery. He was first associated 
with Hospital Vargas and later with the 
Red Cross Hospital, after which he be- 
came a member of the Faculty of Paris 
and Resident Surgeon of the Franco- 
American Hospital of Berck, France. 
From this point in his career, promo- 
tions rapidly followed achievements: 





HERMAN DE LAS CASAS 175 


the reach of the activities of Doctor de 
Las Casas broadened until he became 
Founder and Chief Surgeon of the De- 
partment of Traumatic and Orthopedic 
Surgery, Hospital Vargas, and Chief 
Traumatologist, Ministry of Public 
Works. 

As a professor of physiology and 
surgical pathology, Doctor de Las Casas 
has held important posts. He founded 
special courses in the School of Medi- 
cine of the University of Caracas. Much 
of the fame of the School is directly 
attributable to his indefatigable labors 
in promoting study and research. 

The numerous positions that Doctor 
de Las Casas has held in educational, 
civic and national organizations attest 
his humanitarianism and bespeak his in- 
tensive efforts to further those societies 
that advance science, tend toward gen- 
eral enlightenment, and promote human 
welfare. He has been active as a mem- 
ber of the Council of the Faculty of 
Medicine, a member of Directive Board 
of Hospitals, Director of School of Med- 
icine (University), Director of Hospital 
Vargas, Co-founder of the Institute of 
Experimental Surgery, Co-founder of 
the Department of Anatomic Technic, 
Representative of the Ministry of Edu- 
eation of the Board of National School 


for Nurses, President of the Commission 
on Admission, Central University. 

Among the posts Doctor de Las Casas 
is now ably filling are those of Dean of 
the Faculty of Medicine and Professor 
of Traumatology and Orthopedics of 
the University. 

It is said also that it was de Las Casas 
of Venezuela who founded all that exists 
in orthopedic surgery in his country and 
it was he who started surgical cinema- 
tography there. 

Doctor de Las Casas is a prolific 
writer and has made many valuable con- 
tributions to medical annals. His con- 
tributions to the literature of surgery 
are numerous. His forthcoming book, 
Treatise On General Surgical Pathology 
is awaited with much interest by col- 
leagues in various parts of the world. 

Those who have been fortunate 
enough to have come into contact with 
this noted leader from our neighboring 
country are well aware of the vitalizing 
personality of the man and the qualities 
of heart and mind that make him a 
valued friend and a leader in his pro- 
fession. It is not overstatement to say 
that his achievements belong not only 
to our own day but also to the golden 
heritage of those who are to come 
after us. 








BRAZILIAN CHAPTER 


The Brazilian Chapter of the International College of 
Surgeons has been founded under the leadership of 
Doctors Jorge De Gouvea and Oswaldo Campos of Rio 
de Janeiro. 

Details of officers elected, ete., will appear in the next 
issue. 
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IN MEMORIAM 
MANUEL CORACHAN-GARCIA (1880-1942) 


A reaccién ante las dificultades, como ante el 

triunfo, da la medida de los hombres. 

La juventud de Corachan fué dificil :habria 
amargado—o hecho abandonar la partida—a otro de 
menos temple. Mas tarde, el triunfo fué rotundo, 
sin lograr envanecerlo, ni hacerle perder su sencillez: 
Corachan fué un ejemplo viviente, cuya muerte 
constituye una pérdida para Espajia, para Venezuela, 
i para el Mundo. 

Nacié en Valencia en 1880. Era hijo de un barbero 
i, no contando con medios de fortuna, hubo de 
abrazar la misma profesion. Pero no podia estancarse 
alli:los que lo conocimos no podemos imaginarnoslo 
sino siempre emprendiendo algo, en un perenne afan 
de perfeccién. No contaba con los medios materiales 
ni con la instruccién preliminar: no se arredré por 
esto, i trabaj6 de barbero a la par que hizo sus 
estudios. A pesar de todas las dificultades, a los 21 
afios recibié el grado de Licenciado en Medicina, en 
la Universidad de Barcelona, i poco después se 
doctor6é en Madrid. 

Los comienzos de su carrera fueron dificiles: 
Cataluna contaba con una pléyade de cirujanos dis- 
tinguidos. Paso a paso, Corachan fué colocandose 
en primera fila. Sucesivamente gand por Concurso 
los cargos de Adjunto en Cirujia i Jefe de Servicio, 
en el Hospital de la Santa Cruz de Barcelona. 

En 1933, constituida la Universidad Auténoma de 
Catalufia por el advenimiento de la Republica Espa- 
fiola, el Patronato de la Universidad corond su 
carrera, eligiendolo Profesor de Clinica Quirtrgica. 

El aprecio en que lo tenian sus colegas puede 
juzgarse por el hecho de haber sido Presidente del 
Sindicato Médico Catalan i, sobre todo, por su 
eleccién para Presidente del Congreso Médico en 
Lengua Catalana. 

Su prestigio lo llevé a funciones de gobierno. En 
1935 fué Ministro de Sanidad de la Generalidad (el 
Gobierno Auténomo Catalan) En tal cargo lo sor- 
pendié la rebelién de los militares i la consiguiente 
guerra civil, obligandolo a abandonar el Pais. 

Estas circunstancias, tan desgraciadas en si, con- 
stitiyeron una fortuna para Venezuela: Corachan 
fué contratado para fundar el Instituto de Cirujia 
Experimental. 

Realiz6é esta empresa de modo que bastaria para 
empenar la gratitud de los venezolanos, pero en 
realidad hizo muchisimo mas, no solo en misiones 
especificas que se le encomendaron (como la or- 
ganizacién de la Catedra de Técnica Anatdmica) 
sino por su actuacién diaria, por su ejemplo con- 
stante, i por su aporte en todo progreso de nuestra 
Escuela Médica. 

Los puntos de su vida dignos de mencionarse 
llevarian un volumen, pero algunos pormenores 
bataran a pintar aquel hombre excepcional. 

u desinterés por lo materal nos era conocido:ya 
sabiamos de la importancia de sus contribuciones 
para la “Casa del Médico” en Catalufia i para la 
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reconstrucci6n del Palacio de la Academia de Medi- 
cina Catalana. Tambien aqui pudimos palparlo. Al 
salir de Espafia, habia tenido que abandonar su 
fortuna. Al fundarse el ‘Instituto de Cirujia Ex- 
perimental, queriendo conservarlo aparte de las miras 
de los interesados, propusimos que ningan médico 
pudiera recibir remuneracién del Instituto. Corachan, 
que habia sido contratado para fundar el Instituto, 
acojid la idea con entusiasmo, revalidé su titulo, 
adquiriendo derecho de ejercer la profesién, i se 
hizo un firme sustentador de la idea. Lo mismo, 
cuando se le encomendé lo organizacion de la Técnica 
Anatomica, la remuneracién era mui desproporci- 
onada con el trabajo, i aceptar el cargo significaba 
dedicarle muchas horas que, en la practica privada, 
habrian producido pingiies ganacias. Ademas, lo 
mismo operaba a ricos que a pobres, en clinicas que 
en hospitales. 

Su modestia i sencillez las constatamos a diario. 
Amenudo nos acompafiaba en nuestros trabajos de 
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hospital, lo que constituia para nosotros un honor, 
a la vez que la ocasién de aprovechar su ensefianza. 
Pues bien, cuando se trataba de operaciones de 
cirujia ésea, Corachan—Maestro en esta, como en 
todas las ramas de la cirujia—insistia en actuar de 
ayudante, sin que de nada valieran nuestros ruegos 
i empefio. Amenudo pasaba largas horas a la ca- 
becera de un enfermo, operado por el o no, ejercien- 
do funciones de simple practicante. 

La Obra escrita de Corachan esta, en su mayor 
parte, dispersa en revistas cientificas de todas partes. 
El resto lo constituyen sus bien conocidos tratados 
sobre “Cirujija de Urgencia” i “Cirujia Gastrica.” 

Desgraciadamente, la insistencia de su familia lo 
hizo regresar a Espafia, donde fallecié tras violenta 
enfermedad. 

El Instituto de Cirujia Experimental, la Facultad 
de Medicina de Caracas i la Universidad Central de 
Venezuela decretaron Duelo Oficial por el Ilustre 
Desaparecido. La primera de esas Instituciones rea- 
lizara en breve un Homenaje su memoria. En a el 
cual se adjudicara el “Premio Corachan.” 

Este premio, creado por el Maestro antes de su 
partida de Caracas, esta destinado a recompensar 
la mejor tesis de doctorado de indole experimental, 
realizada en el Instituto de Cirujia Experimental. 
Consiste en una suma de dinero, un Diploma i la 
publicacién del trabajo. 

Corachan lo instituy6 por la duracién de su vida, 


i sera continuado por un grupo de sus amigos i 
discipulos. 

El Colegio Internacional de Cirujanos, deseoso de 
contribuir al Homenaje a quien fué su Regente en 
Espafia, se propone publicar el trabajo premiado. 

de Las Casas. 


In line with the above, the Board of Trustees of 
the International College of Surgeons, at a recent 
meeting, has passed the following resolution: 

“WHEREAS, the saddening news has reached 
our shores that our loyal National Regent in Surgery, 
Prof. Manuel Corachan of the Faculty of Medicine 
of the University of Barcelona in Spain has met 

with an untimely death and 

WHEREAS, it is the tradition of the International 
College of Surgeons to appreciate the endeavors of 
their co-workers during their life time and remem- 
ber them posthumously 

“BE IT RESOLVED that the International Col- 
lege of Surgeons establish a Manuel Corachdn 
Memorial Oration in Surgery to be presented at 
every International Assembly wherever such be held 
and that a committee be appointed by the Inter- 
national President to work out the details pertaining 
to such annual memorial oration.” 


Unanimously carried. 


It is with sorrow that we announce the 
death of our Honorary Counsel, MR. 
MORRIS SIMON, of Washington, D. C., on 


April 24, 


1942. The condolences of The 


International College of Surgeons are here- 
with expressed to the bereaved. 





IN MEMORIAM 


Dr. Raymond Robert Westover, F.LC.S. 
Brooklyn, N. Y., January 12, 1942 
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sion of the Toledo Guild of the 

United States Chapter of the Inter- 
national College of Surgeons, an inten- 
sive course of lectures and cadaver work 
on basic and surgical anatomy, gross and 
microscopical pathology and post mor- 
tem demonstration was provided from 
March 22nd to March 29th, 1942, in St. 
Vineent’s Hospital, Toledo, Ohio, con- 
ducted under the direction of Doctors 
Douglass, Hohly, Ramsey and Associ- 
ates. 

We congratulate the Toledo Guild of 
the United States Chapter for this in- 
structive and constructive course, the 
first of its kind inaugurated under the 
leadership of the Chairman of the Board 
of Governors, in fulfillment of the educa- 
tional program and pledged activities of 
the College. 

The members who attended this course 
have brought us glowing accounts of the 
interest, knowledge and practical help 
which they received. This course was at- 
tended by one member of the Interna- 
tional College who has been doing active 
surgery for fifteen years, yet travelled 
from New Jersey to Toledo just for this 
course, and he appreciates keenly. the 
practical advantages shown by the ex- 
cellent demonstration and able instruc- 
tion received. The course was attended 
by young surgeons from various parts of 
the country, demonstrating the interest 
in our plan of post graduate surgical 
training. 

We have therefore begun our educa- 
tional program with every possible facil- 
ity and resource, and it is to be hoped 


| betaine the auspices and supervi- 


The President’s Page 


that similar efforts will be forthcoming 
from all the Guilds throughout the 
country. 

At the Council meeting of the United 
States Chapter and of the International 
College, held in New York City, March 
27-28-29, a War Council was organized in 
order to place at the disposal of the 
United States Government the educa- 
tional resources and activities of our or- 
ganization, to the end and purpose that 
as a medical organization we render all 
possible assistance to the Government 
and the Armed Forces of the United 
States. The Surgeon Generals of the 
Army and Navy have been advised of 
our readiness and willingness to serve, 
and preparations are being made to or- 
ganize whatever may be of most practical 
value to the Government in the present 
emergency. 

Every effort is being made to enlist the 
interest of the official groups of the Col- 
lege; the National, State and Specialty 
Regents, the Board of Governors and 
Trustees. 

The Journal continues to draw the in- 
terest of the profession, and inquiries for 
membership in the College invariably 
follow the publication of each number of 
the Journal. 

The Credential Committee and Board 
of Examiners and Council review forty 
to fifty applications for membership in 
the College at the bimonthly meetings of 
the Executive Council. 

Contact with the Chapters in the vari- 
ous countries of the Latin Americas has 
been maintained. 

DESIDERIO ROMAN, M.D. 
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Nebraska Guild 


The fifth semi-annual meeting of the Nebraska 
Guild was held April 16 at. St. Elizabeth’s Hos- 
pital in Lincoln, under the general chairmanship of 
Dr. B. A. Finkle. The meeting was an exceptionally 
interesting one. 

The entire forenoon was given over to operative 
clinics. Dr. André Crotti, of Columbus, Past Presi- 
den of the International College of Surgeons, was 
Guest Surgeon and demonstrated goiter surgery and 
operative work; Dr. Crotti was assisted by Dr. John 
E. Briggs, also of the Crotti Clinic. Following the 
demonstration, members of the Guild operated in the 
five rooms at their disposal; in addition, there were 
demonstrations in the two obstetrical delivery rooms. 

After luncheon at the Hospital, with the Lincoln 
affiliates of the College as hosts, there was a round- 
table discussion under the chairmanship of Dr. E. C. 
Henry of Omaha, President of the Guild. Fellows, 
members, and associate members of the College pre- 
sented to the presiding officer unsigned statements 
outlining briefly diagnostic and technical pitfalls, and 
a discussion of these followed. 

At 2 P.M., in the auditorium of the Nurses’ Home, 
under the leadership of Dr. H. H. Everett, the oper- 
ations of the morning session were discussed in detail. 
Dr. George H. Lewis, Chairman of the Dry Clinic, 
introduced Dr. Crotti who discussed the problems 
presented. 

Drs. W. Andrew Bunten, T. F. McCarthy, J. J. 
Loomis, G. E. Lewis, K. 8S. J. Hohlen and J. W. 
Thomas also participated. 

A dinner was tendered Drs. Crotti and Briggs at 
the Cornhusker Hotel; following this Dr. Crotti spoke 
on ‘*Some of the Latest Aspects of the Cancer 
Problem.’’? Dr. Chas. H. Arnold was toastmaster. 


Colorado Guild 


The officers of the Colorado Post Graduate Study 
Guild have held several meetings during the past two 
months for the purpose of developing the plans for 
the National Assembly of the United States Chapter 
of the International College of Surgeons to be held 
in Denver, July 15 to 18, 1942. The Colorado Guild 
will act as hosts at that Assembly. 


Wyoming Guild 


The officers of the Wyoming Guild are formulating 
plans for a meeting to be held in the very near future. 
Details will be announced, very probably, in the next 
issue. 
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Montana Guild 


Plans are under way for the Spring Meeting of the 
Montana Guild. The program will be announced 
within a short time. 


Florida Guild 


The Florida Post-Graduate Study Guild held a 
meeting on March 13, at 8:30 P.M., in the Flamingo 
Hotel, Miami Beach. Dr. Fred H. Albee, F.A.CS., 
F.I.C.8., President of the International College of 
Surgeons presented a paper entitled ‘‘Hip Joint 
Surgery’’ which was illustrated by colored moving 
pictures and lantern slides; Dr. Anthony Joseph Men- 
dillo, F,A.C.8., F.1.C.8., of the Board of Governors, 
U. S. Chapter of the International College of Sur- 
geons presented a paper on ‘‘Gallbladder Surgery.’’ 


Hudson Valley Guild 


The meeting of the Hudson Valley Guild of the 
International College of Surgeons took place in the 
auditorium of the Nurses’ Building, St. Francis Hos- 
pital, Poughkeepsie, March 11, 1942. The meeting 
was preceded by a dinner given by Dr. Max M. Simon, 
in Dr. Wm. Seaman Bainbridge’s honor. 


Dr. Bainbridge’s talk was titled ‘‘The Americas— 
Yesterday, Today, and Tomorrow.’’ In a running 
narrative, covering from pre-Inca and pre-Aztee days 
to the present, he called attention to some of the 
early living habits of our neighbors to the South— 
the safeguarding of their teeth by the Indians; the 
successful treating of malaria by the Patagonian 
Indians, even before the arrival of Columbus; dietary 
habits which provided increased iodine and calcium 
and decreased cooked fats, and the like. 

Dr. Bainbridge then spoke of the admirable work 
of the various Central and South American Chapters 
of the International College of Surgeons. He said 
that the College is an ideal to be realized by coopera- 
tion of the surgeons of the world. It not only sets 
high standards but is ever ready to lend a helping 
hand to those who would climb to higher things. 

Turning to the main theme, Dr. Bainbridge said 
that since his arrival home from his official mission 
for the Government, he had been most anxious that 
the people in the North should realize more fully the 
greatness of many of the institutions of learning to 
be found in the Republics south of the Rio Grande, 
their wonderful centers of research, and the remark- 
able progress that is gradually but steadily being 
made. 

The need for sincere continuation of our Good 
Neighbor Policy now, and in the peace to come, was 
particularly stressed. Dr. Bainbridge warned against 
careless criticism by officials and others in the va- 
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rious countries of North and South America: it is 
seized upon by the enemies of peaceful, friendly na- 
tions and utilized for propaganda. In a democracy 
individuals are permitted to speak freely, but per- 
sonal opinions should never be accepted as the atti- 


tude of a government or of a people. 


At the close of his talk Dr. Bainbridge said that 
the International College of Surgeons can be con- 


sidered one of the strong links of the chain of the 
solidification of the Americas—a patriotic as well as 
a scientific call to service in our day. 


Joint Meeting of the Wisconsin Chapter, 
International College of Surgeons, and the 
Milwaukee Society of Clinical Surgery 
This joint meeting was held at St. Luke’s Hospital, 
Milwaukee, March 24, 1942. 
In the morning there were operative clinics in five 
of the Hospital rooms conducted by Doctors J. G. 
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Garland, J. J. Gramling, W. J. Carson, J. J. Adam- 


kiewiez, R. E. Galasinski, G. S. Flaherty, E. J 
Schubert, E. P. Churchill, Robert Irwin, W. M 


Kearns, J. F. Zivnuska, and L. D. Smith, and the 
following talks were given: The use of x-ray in lo- 
calizing foreign bodies, by Dr. J. E. Habbe, The 
value of x-ray during operations, by Dr. H. H. 
Wright, The laboratory assistance in traumatic sur- 
gery, by Dr. E. L. Tharinger, The pathologist’s views 
on appendicitis, by Dr. L. J. Van Hecke, Obstetrical 
surgery, by Drs. Elmer Gramling and R. W. Roethke. 

Luncheon was at 1:15 at the University Club. At 
2:30 the afternoon session began. The program con- 
sisted of talks by Dr. Lien Simenstad on colostomy, 
Dr. Karl Schlaepfer on digitalis in the treatment of 
wounds, and Drs. Samuel G. Higgins and Gerhard D. 


Straus on dysphagia. 


Following dinner at the University Club Dr. Clark 
Brooks, Associate Professor of Surgery, Wayne Uni- 


versity spoke on ‘‘The Acute Gallbladder.’’ 





New Instruments 


MODIFICATION OF THE SMITH-PETERSEN PIN 


L. V. GIBSON, M.D., F.I.C.S. 
and ; 
CHARLES H. ARNOLD, M_.D., F.I.C:S. 


LINCOLN, NEBRASKA 


definitely proven that the drilling of 
small holes through the shaft of the 
bone and out through the fractured ends 
has been followed by union. The conten- 
tion of some has been that this provides 
for additional circulation, while others 
feel that osteoblastic cells are carried 
in on the drill wire and deposited in the 
fracture space. This latter theory has 
appealed more strongly to us and it 
prompted us to apply the principle in 
fractures of the neck of the femur. 
Consequently the well known Smith- 
Petersen pin is altered to accomplish 
this by having saw teeth cut in the 
flanges of the pin and these teeth ‘‘set’’ 
as a saw is ‘‘set.’? Thus, when the pin 
or nail is introduced, each ‘‘tooth’’ car- 
ries with it the cells from the periosteum, 
cortex, and the medulary canal, so that 


- UNUNITED fracture it has been 


when the pin comes to rest in its proper 
place, miniature chip grafts are inlaid 
in the teeth on the three sides of the pin. 

There has been no case of non-union 





nor of complications in our small series 
of eleven cases whose ages varied from 
60 to 85 years. 

This procedure — which we feel is 
based on physiological principles — 
should be helpful in obtaining a larger 
percentage of unions where the Smith- 
Petersen pin is used. 
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BOOK REVIEWS 


Operative Surgery, including Anesthesia, Pre- and 
Postoperative Treatment, Principles of Surgical 


Technic, Blood Transfusion, and Abdominal 
Surgery: Frederic W. Bancroft, Editor, xix, 
1102 pp. Illus. (some col.) $10. D. Appleton- 


Century Co., Ine., New York, London, 1941. 


HIS is an excellent volume and should find its 
| way to the shelves of surgeon and student 
alike. The men who have contributed to the 
work are outstanding, each an authority in his 
chosen field. The illustrations are generally fine, 
though in the section on the surgery of the mouth, 
figure 1 on p. 309 omits some important anatomical 
landmarks. 

The chapters on anesthesia are excellent, that by 
Harry J. Shields being particularly so. The stress- 
ing of explosion hazards in the use of the newer 
gasses as anesthetics as being the surgeon’s re- 
sponsibility is a point well taken. The pharma- 
cology of anesthetic agents has been handled in a 
practical and understandable manner. 

It would seem that the Lindeman method of 
blood transfusion is somewhat too old to have so 
much space devoted to it (pp. 211-215). The sec- 
tion by Jean M. Stevenson and Mont R. Reid on 
fundamental principles of surgical technique is 
excellent, stressing as it does detailed descriptions. 

Section 6 on the Surgery of the Esophagus by 
John H. Garlock is thorough and contains much 
worthwhile material. It is to be regretted that he 
concludes with gastrostomy and gives Spivack 
credit for this operation. The literature tells a 
different story. In the first place, the tube in gas- 
trostomy which is described in this chapter was 
developed by Depage’ in 1901, and independently 
by Janeway’ in 1913 —thus Spivack had nothing 
to do with this part of the operation. The combina- 
tion principle was worked out by Watsudji® in 
1899; therefore all the work on the principles of 
the operation had already been established by the 
time Spivack was heard from in 1929. Under these 
circumstances, to give credit to Spivack, and ignore 
the pioneers who worked out the operation, is 
hardly just. This reviewer hopes that in justice to 
the men who labored in enriching surgical technique 
this error will be corrected in forthcoming editions. 

There seems to be no valid reason for repeating 
the subject of subphrenic abscesses. One finds 
these described both in Sections 8 and 13 under 
different headings. Not only is the subject taken 
up twice, but the same drawings are reproduced. 

Section 20, by Anthony Bassler, dealing with 
diets in abdominal conditions in patients, who have 
undergone several operations, is excellent. There 
is a bibliography after each section except that on 
jejunal uleer by Damon B. Pfeiffer and Edward 
M. Kent (pp. 647-655). 

Outside of the suggested improvements, which 
undoubtedly will be effected in future editions, 
this reviewer feels that this is an outstanding work, 
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full of excellent material. Perusal and study of 
Operative Surgery will be of great value to the 
general surgeon, even to the specialist, and the 
volume is unreservedly recommended to all inter- 
ested in surgery. 

MY. 


1. Depage: Nouveau procédé pour la gastrostomie, J. 
Chir. et Annal, Soc. belge Chir. 1:715, 1901. 

2. Janeway, . H.: Eine neue Gastrostomie Methode, 
Muench. Med. Wehnschr., 60: 1705, 1913. 

3. Watsudji, H.: Eine combinierte Anwendung des Hacken- 
und Fontan’schen Versahrens bei der Gastrostomie (Jap. 
text), Mitt. d. med. Gesellsch. zu Tokyo, 13: 879, 1899. 


Abdominal Surgery of Infancy and Childhood, Wm. 
E. Ladd and Robert E. Gross, 455 pp. 268 Illus. 
$10. W. B. Saunders Co., Philadelphia and Lon- 
don—1941, 


HIS is one of the outstanding contributions 

to the subject. Emphasis is laid on the fact 

that comparatively little distinction has been 
given to the treatment of surgical disease of the 
child as compared with that of the adult. It was 
sad experience with high mortality rates in the 
younger group that brought home the fact that 
surgery in infancy and childhood was different from 
surgery in the adult. The book deals only with 
abdominal surgery and is a portrayal of experiences 
which were accumulated by the surgical staff of the 
authors during the past 25 years—hence their pro- 
cedures and results are not based on theoretical 
deductions but on what they have experienced in 
actual practice. 

Not only is operative technic discussed and 
described in detail; pre- and postoperative care, as 
well as statistical studies, find an important place 
in the book. Many informative x-ray studies are 
found in most chapters. Chapter 5, dealing with 
malignancy of the intestine and colon, is especially 
well done. The book is well illustrated and, when- 
ever possible, photographs were taken at the oper- 
ating table, and specimens photographed. 

The reviewer would disagree with some of the 
concepts of hernial repair which were discussed in 
Chapter 29. Greater emphasis could have been 
placed on high ligation of the sac which would 
have made it unnecessary to suture the sac under 
the internal oblique muscle. Greater emphasis 
could also have been laid on the anatomy of the 
transversalis fascia. The technic of splenectomy 
was disappointing. No emphasis at all was laid 
upon the importance of the lienorenal ligament. 
This has a definite place in the mobilization of the 
spleen and emphasizes the importance of embry- 
ologic factors. The book as a whole is excellent, 
authoritative, and stimulating. Some may criticize 
it as encouraging superspecialization, Such criti- 
cism does not seem justifiable. The work would 
make a valuable asset to the library of not only the 
practitioner, but the surgeon and student as well, 


- 
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Surgical Clinics of North America, Volume 22, 
number 1. 316 pp. 93 fig. $12 per year (6 num- 
bers), W. B. Saunders Co.: Philadelphia, London, 
1942. 


HIS is a very fine volume. The article by Dr. 
I E. Lee Strohl stresses the muscle-splitting 
technique in removing the appendix. In many 
quarters there is disagreement concerning the con- 
tinuance of the McBurney incision unreservedly: 
while Dr. Strohl states that while he is partial to 
this incision, he does not mean to imply that it is 
a panacea for the treatment of acute appendix. 


There is an excellent chapter on the surgical 
management of peptic uleer by Dr. Charles B. 
Puestow. Dr. Warren H. Cole contributes a fine 
chapter on the technique of splenectomy. 


The technique of cholecystectomy by Dr. Ralph 
B. Bettman offers nothing new except the rather 
disturbing statement that he never uses a drain 
following cholecystectomy. He goes a step farther: 
he does not even attempt to cover up the raw area 
created by the removal of the gall bladder. To 
many surgeons this will be rather startling. 


There is a fine article by Dr. Frederick Lieber- 
thal on perinephric abscess, and a variety of sur- 
gical contributions which are well worth reading, 
among which should be especially mentioned those 
of Drs. Leo M. Zimmerman, Sidney O. Levinson, 
and Harold Laufman on blood transfusion and of 
Dr. Paul C. Bucy on the neurosurgical relief of 
pain. The illustrations (by W. C. Shepard) are, 
as usual, masterly. 

M, T. 


Hebrew Medical Journal, Volumes 1 and 2. Edited 
by Moses Einhorn, 893 Park Avenue, New York 
City, 1941. 


OLUME 1 is a symposium on ‘‘ Diabetes among 

Jews.’’ Contributors to this excellent volume 

include Drs. Joslin, Morrison, F. F. Allen, A. 
Rudy, C. R. Bolduan; A. A. Epstein, who discusses 
surgery and diabetes; A. J. Rongy and A. D. Seley, 
pregnancy and diabetes; B. Jablons, peripheral vas- 
cular disease in diabetes; and A. Rest, problems of 
tuberculosis in the Jewish diabetic. 


In the United States about 600,000 persons are 
diabetic; in New York City alone, 100,000. It is 75% 
more common among Jews than non-Jews. In Jews 
over 40 the incidence is 4 out of every 100; in Jew- 
ish women over 40, 6 out of every 100; in married 
Jewish women, 12 out of every 100. 


It is agreed that heredity accounts largely for 
racial susceptibility; that intermarriage between 
diabetics results in inbreeding of the disease; that 
the characteristic Jewish diet, which is rich in 
starch and carbohydrates, predisposes to diabetes. 
Additional factors are the frequency of obesity, 
which is a forerunner of diabetes, the tendency to 
be nervous and sensitive, and lack of ‘exercise due 
to sedentary occupations. 


Volume 2 contains a very interesting article by 
Dr. Leon Nemroy, on a thirteenth century Arabic 
manuscript entitled ‘‘The Pharmacopoeia of Abu 
Al-Mina Al-Kuhin Al-Attar.’’ 


In both volumes there are several fine contribu- 
tions to the knowledge. of pharmacology and medi- 


cine generally, as well as many interesting biogra- 


phies. 

_ The original articles are summarized in English, 
in order to make them available to those who are 
unable to read Hebrew. 


Skin Grafting, Earl Calvin Padgett. xii, 149 pp., 
a $4.50. Charles C, Thomas: Springfield, II1., 
1942, 


HE benefits of skin grafting have long been 

recognized but the failures have been so dis- 

tressing that much effort has been devoted to 
developing a technique of procedure. This book 
takes up the history of the development of skin 
grafting and carefully discusses the reasons for the 
failures which occur. 

Homo- and hetero-transplantations are discussed. 
The histology of skin is reviewed and some thought 
has been given to the possibility of preservation 
of skin for grafting. 

The book excels in that it describes many uses 
for skin grafts, both topically and intra-orally. The 
excellent illustrations and careful, minutely de- 
scribed techniques for each type of graft are very 
valuable to any surgeon who may desire to perfect 
himself in this work. 


The auther’s ‘‘three-quarters thickness’’ graft 
which is made possibie by the use of his ingenious 
machine should be carefully considered by every 
surgeon, It is the answer to the why of many of 
our previous failures. 

The use of skin flaps is compared with the use 
of skin grafts in Chapter VIII. Many previously 
disputed points are clarified in this section of the 
book. 

The author’s preoperative, operative, and post- 
operative technique, as based upon experience 
gained in the treatment of many cases, is carefully 
and minutely described throughout the book. More 
especially in Chapter X, however, he carefully de- 
scribes skin grafting procedures for specific lesions. 

Last but not least is the extensive bibliography 
found in this text. 

Every surgeon should read this book from cover 
to cover before he does his next skin graft. 


H. E. Turner 


Essentials of General Surgery, Wallace P. Ritchie. 
813 pp., 237 illus. $8.50. C. V. Mosby Co., St. 
Louis, 1941, 


HIS is a carefully written volume; and al- 

though intended for the use of undergraduate 

students of surgery, it will also prove extremely 
valuable to the surgeon who desires a concise re- 
view of the cardinal points to be considered in par- 
ticular diseases. 

Each subject is taken up briefly from the point — 
of view of classification, etiology, differential diag- 
nosis, treatment, physiology and pathology. 7 

The author and his co-workers of the University 
of Minnesota Medical School who contributed the 
sections on specialties have produced a very com- 
pact and worthwhile text. 

T. 








